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Foreword 


Diversity  connotes  a  culture  of  inclusion,  an  environment  that  welcomes  values  that 
differ  among  people  with  varied  backgrounds;  it  recognizes  that  all  people  contribute 
to  our  society  and  America's  strength  lies  in  the  variety  of  its  people's  culture  and 
traditions.  These  guidelines  attempt  to  capture  the  spirit  of  diversity  in  highlighting  a 
wide  range  of  issues  and  topics  that  are  relevant  to  present-day  health  professionals. 

The  guidelines  are  intended  to  help  the  reader  develop  a  more  comprehensive  under- 
standing of  the  relationship  between  culture  and  health.  Specifically,  shifting  demo- 
graphics of  society  make  it  vital  for  multicultural  issues  to  be  addressed  in  our  schools. 
The  message  delivered  herein  is  that  one's  culture  should  be  acknowledged,  accepted, 
and  celebrated.  It  is  extremely  important  that  we  effectuate  an  educational  milieu 
conducive  to  the  development  of  an  understanding  of  others'  beliefs,  practices,  and 
traditions.  In  the  health  professions  the  attitudes  of  the  messenger  can  either  enhance 
or  interfere  with  the  learning  process.  Consequently,  educators  as  role  models  may  be 
more  effective  than  any  organized  lesson  or  activity. 

In  the  health  professions,  teachers,  administrators,  and  specialized  staff  must  be  com- 
mitted to  effect  change  through  curriculum,  policies,  and/or  practices  to  ensure  cul- 
tural sensitivity.  A  comprehensive  selection  of  both  individual  and  group  strategies  are 
included  to  maximize  student  involvement. 

These  guidelines  are  intended  to  provide  guidance  for  the  health  educator  who  en- 
deavors to  overcome  resistance  to  aspects  of  comprehensive  health  education.  This  is 
accomplished  by  identifying  and  comparing  existing  cultural  values,  beliefs,  and  per- 
ceptions. 

A  supplementary  volume,  titled  Cultural  Awareness  and  Sensitivity:  Resources  for 
Health  Educators,  is  also  available.  It  presents  a  comprehensive  bibliography  includ- 
ing new  and  significant  scholarly  research  designed  to  allow  the  reader  to  pursue  addi- 
tional readings.  The  resource  supplement  also  includes  a  listing  of  professional  organi- 
zations, innovative  curriculum  materials,  and  available  funding  sources  for  teachers. 
This  supplement  will  benefit  teachers  who  are  committed  to  promoting  cultural  sensi- 
tivity in  the  school  setting. 

W.P.  "Pat"  Buckner,  Jr. 

University  of  Houston 
President-Elect,  AAHE 


Preface 


The  Association  for  the  Advancement  of  Health  Education  was  formally  established  in 
1934.  Its  purpose  is  to  advance  health  by  encouraging,  supporting,  and  assisting  health 
professionals  concerned  with  health  promotion  through  education  and  other  system- 
atic strategies.  By  providing  a  systematic  mechanism  for  representatives  of  various 
professional  settings  to  exchange  information  on  health  education,  the  organization 
has  stimulated  greater  collaboration  on  joint  projects.  This  publication  is  one  example. 

The  Association  for  the  Advancement  of  Health  Education  is  dedicated  to  providing 
services  to  assist  its  members  in  working  with  individuals  and  communities  of  diverse 
cultural,  linguistic,  religious,  and  ethnic  backgrounds.  An  advisory  committee  identi- 
fied a  need  for  information  on  cultural  considerations  in  health  education.  In  response 
to  this  need,  these  guidelines  were  developed  collaboratively  to  assist  health  educa- 
tors in  providing  culturally  appropriate  comprehensive  health  education.  While  many 
of  the  examples  in  this  guide  relate  to  the  school  setting,  the  principles  are  applicable 
to  persons  in  any  setting. 

We  are  interested  in  your  response  to  this  publication.  After  reading  it,  will  you  please 
take  a  few  minutes  to  complete  the  questionnaire  on  the  back  page  and  send  it  to  us? 
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Framework 


Focus 


This  guide  is  intended  for  teachers,  health  educators,  curriculum  developers,  staff 
development  specialists,  faculty,  and  administrators  responsible  for  delivering  health 
messages.  It  is  designed  to  assist  educators  in  developing  and  implementing  health 
education  programs  that  recognize  the  cultural  frameworks  of  the  students  they  serve. 

The  guide  suggests  strategies  for  making  health  education  relevant  to  all  youth.  Such 
strategies  address,  or  are  related  to,  the  health  content  emphasized  in  the  classroom 
setting,  the  activities  chosen,  and  the  biases  that  may  be  reflected  in  teaching  styles. 
The  guide  is  intended  to  increase  educators'  abilities  to  integrate  cultural  sensitivity 
into  the  health  education  messages  they  deliver. 


Utilization 


The  material  has  been  piloted  in  ten  hour  training  workshops.  (Recommendations  for 
use  include  the  incorporation  of  the  material  into  health  education  professional  prepa- 
ration course  work,  inservice  training  opportunities,  and  personal  skills  development 
efforts.)  The  guide  serves  as  a  resource  to  individuals  involved  in  health  education. 
Ultimately,  utilization  of  this  guide  will  transcend  a  particular  course  or  inservice  pro- 
gram and  encourage  personal  growth  in  the  area  of  cultural  diversity. 


Organization 


This  guide  supports  health  education  teachers  and  prospective  health  education  teach- 
ers in  relating  cultural  diversity  to  specific  classroom  activities.  Self-exploration  as  the 
first  step  to  understanding  is  described.  Through  this  guide,  educators  can  recognize 
and  reduce  their  own  fears  and  biases  about  cultural  differences. 


Following  an  overview  of  the  concept  of  culture  and  its  application  to  health  educa- 
tion, specific  cultural  issues  are  discussed — family  definitions,  roles,  relationships,  and 
childrearing  techniques;  cultural  values,  health-related  beliefs  and  practices,  and  bi- 
ases, prejudices  and  stereotypes;  communication  and  interaction  styles;  and  commu- 
nity barriers.  This  information  is  used  as  a  basis  for  suggesting  strategies  to  enhance 
cultural  sensitivity  in  delivering  comprehensive  school  health  instruction. 

Assumptions 

This  guide  will  provide  strategies  for  responding  to  the  needs  of  our  culturally  diverse 
student  population.  The  guide  is  based  upon  the  following  assumptions  of  multicultural 
education: 

►  Educators  can  increase  the  academic  achievement  of  students  from  diverse  cul- 
tures if  the  school  environment  is  more  consistent  with  their  culture. 

►  Students  will  develop  more  positive  attitudes  toward  diversity  in  an  atmosphere 
that  is  free  of  bias,  prejudice,  and  stereotype. 

►  Students  will  improve  their  self-concept  if  a  multicultural  approach  to  learning  is 
used  in  the  classroom. 

►  Culturally  sensitive  health  education  increases  the  degree  to  which  health  mes- 
sages are  internalized  and  may  in  turn  support  the  improvement  of  the  health 
status  of  all  students. 

The  guide  is  also  based  upon  the  following  assumptions  regarding  the  educators: 

►  Educators  responsible  for  teaching  health  have  participated  in  professional  devel- 
opment (continuing  education)  activities  that  enable  them  to  competently  deliver 
a  health  education  program. 

►  Educators  are  committed  to  increasing  their  ability  to  be  effective  in  culturally 

diverse  settings. 

►  Educators  recognize  that  they  harbor  biases,  prejudices,  and  stereotypes.  They 
seek  out  opportunities  to  become  more  aware  of,  and  sensitive  to,  cultural  differ- 
ences. 


Chapter  1 

Overview 

"This  drum,  which  was  once  used  to 
punish  people  unjustly,  shall  henceforth 

be  used  to  unite  them  in  joy." 

—  From  The  Red  Drum,  by  Aubrey  Simpson 


Defining  Culture 

Before  discussing  how  culture  impacts  health  decisions,  a  review  of  the  definitions  of 
culture  is  necessary.  "Culture,"  according  to  anthropologist  John  Ogbu,  "shapes  the 
way  of  life  shared  by  members  of  a  population.  It  is  the  sociocultural  adaptation  or 
design  for  living  that  people  have  worked  out  (and  continue  to  work  out)  in  the  course 
of  their  history"  (Ogbu,  1987,  p.  156). 

Culture  is  learned  and  shared  by  a  group  of  people.  It  teaches  us  what  to  fear,  what  to 
respect,  what  to  value,  and  what  to  regard  as  relevant  in  our  lives.  It  encompassess 
many  variables.  Cultural  variables  include  values,  beliefs,  and  perceptions  exhibited 
by  a  people.  They  include  the  group  of  people  in  one's  life  who  are  considered  to  be 
family  members,  the  relationships  these  people  have  to  each  other,  and  childrearing 
techniques.  They  include  how  people  feel  about,  manifest  and  treat  health,  illness,  and 
physical,  mental,  and  emotional  disabilities.  Culture  is  symbolically  represented  in  lan- 
guage and  the  different  ways  in  which  people  communicate  and  interact  socially. 

Cultural  variables  do  not  include  situational  and  environmental  conditions.  Situational 
and  environmental  conditions,  such  as  poverty,  homelessness,  and  lack  of  formal  edu- 
cation, may  put  children  and  families  at  risk  for  poor  health  outcomes.  However,  these 
conditions  are  socioeconomic  factors,  not  cultural  variables.  Socioeconomic  factors 
cut  across  all  cultures. 

Culture  is  a  continuous  and  cumulative  process.  Culture  is  a  continuum  along  which 
individuals  move  throughout  their  lives.  Experiences  over  a  lifetime  contribute  to  move- 
ment along  the  continuum.  Teachers,  students,  and  families  can  be  found  to  lie  along 


different  points  of  their  cultural  continuum.  It  cannot  be  expected  that  each  individual 
and  family  within  a  culture  will  respond  in  the  same  way  to  the  same  situation  at  any 
given  time. 

Culture  guides  how  people  view  the  world.  One's  cultural  framework  can  be  consid- 
ered one's  picture  of  the  world.  Individuals  are  constantly  repainting  or  trying  out  new 
hues  and  images.  As  such,  culture  is  dynamic,  neither  static  nor  absolute.  It  is  an  ever 
changing  sense  of  self. 

Culture:  The  All-Encompassing  Variable 

It  is  hypothesized  that  exposure  and  interaction  with  another  culture  will  modify  one's 
values,  beliefs,  and  perceptions  in  regard  to  health.  This  process,  acculturation,  is  an 
important  factor  to  consider  in  comprehensive  school  health  instruction.  Individuals 
acculturate  more  quickly  in  some  areas  of  their  lives  than  in  others.  For  example,  some 
individuals  and  families  may  be  more  acculturated  in  the  areas  of  food  and  dress,  while 
remaining  traditional  in  the  areas  of  religion  and  language. 

Factors  that  may  contribute  to  acculturation  include: 

►  level  of  education; 

►  socioeconomic  status; 

►  generational  aspects; 

►  age; 

►  extensive  contact/interaction  with  other  cultures;  and 

►  limited  migration  back  and  forth  to  the  culture  of  origin. 

The  acculturation  process  has  been  described  in  many  ways.  One  theory  describes 
"the  three  degrees  of  acculturation."  These  include: 

►  Traditional — individuals  and/or  their  families  maintain  the  language  and  customs 
of  the  root  culture.  Individuals  and/or  their  families  are  often,  but  not  necessarily, 
more  recently  arrived  or  living  in  nonurban  settings,  and  their  psychological,  so- 
cial, political,  and  economic  needs  are  met  almost  exclusively  within  the  ethnic 
community. 

►  Bicultural — individuals  and/or  their  families  have  acquired  traits  of  the  dominant 
culture,  but  also  retain  many  of  the  ethnic  characteristics,  are  equally  comfortable 
in  both  worlds,  and  live  and  socialize  in  integrated  settings.  They  have  a  dual  com- 
mitment: a  loyalty  to  their  communities  of  origin  and  a  stake  in  the  political  and 
economic  institutions  of  the  dominant  society.  By  and  large,  they  are  able  to  move 
fluidly  and  comfortably  from  one  culture  to  the  other. 

►  Assimilated — individuals  and/or  their  families  have  acquired  and  emulate  the  val- 
ues, beliefs,  and  perceptions  of  the  dominant  culture.  Generally  their  needs  are 


not  met  in  their  ethnic  culture;  psychological,  social,  political,  and  economic  needs 
are  met  in  the  dominant  culture.  Socioeconomic  and  educational  factors  have 
often,  but  not  necessarily,  played  a  significant  part  in  this  movement  away  from 
the  ethnic  culture  and  into  the  culture  of  power  (Sancho  et  al.,  1991). 

Opponents  of  this  theory  argue  that  assimilation  is  not  a  part  of  acculturation  in  that  it 
is  not  a  pluralistic  theory,  but  a  "theory  of  conformity  based  on  white,  Anglo-Saxon, 
Protestant  views"  (Appleton,  N.,  1983).  It  is  further  argued  that  assimilation  has  been 
a  traditional  goal  of  education,  which  needs  to  be  replaced  with  respect  for  diversity. 
Another  criticism  of  this  theory  is  that  it  doesn't  address  those  who  may  feel  excluded/ 
alienated  from  both  cultures.  Symptoms  that  may  accompany  feelings  of  exclusion 
include  gang  participation,  drug/alcohol  abuse,  and  other  health-compromising 
behaviors. 

One  well-established  theory  of  acculturation  is  that  of  the  "Melting  Pot."  This  para- 
digm assumes  that  every  culture  assimilates  into  the  mainstream,  forsaking  previous 
cultural  identity  and  heritage  for  promotion  of  oneness.  Opponents  of  this  theory  ar- 
gue that  it  is  based  on  U.S.  history  prior  to  World  War  I  and  is,  therefore,  outdated. 

This  guide  suggests  the  utilization  of  paradigms  that  support  diversity,  such  as  the 
"Salad  Bowl."  The  salad  bowl  theory  is  based  on  a  recognition  of  cultural  differences 
and  the  separate  and  unequal  status  of  different  groups  in  society.  It  implies  apprecia- 
tion of  diversity  in  society  and  approaches  heterogeneity  with  positive  rather  than 
negative  dispositions  (Airhihenbuwa  &  Pineiro,  1988). 

Health  education  teachers  need  the  capacity  to  respond  positively  to  diversity  in  stu- 
dent health  practices.  They  may  need  to  focus  their  attention  away  from  changing 
behaviors  to  those  prescribed  by  a  dominant  culture  and  turn  toward  adapting  lessons, 
teaching  styles,  and  expectations  for  classrooms  that  represent  varying  cultures. 

The  Impact  of  Culture  on  Health  Education 

It  is  important  for  health  education  teachers  to  know  about  culture  because  all  stu- 
dents are  cultural  beings.  Culture  encompasses  many  of  the  predisposing,  enabling, 
and  reinforcing  factors  affecting  student  health  behavior  and  status.  As  such,  it  may 
attribute  more  to  health  education  than  to  any  other  subject  matter.  While  cultural 
awareness  is  important  in  every  class,  culture  may  not  affect  the  internalization  of  the 
message  more  than  it  does  in  health  education. 

Health  education  teachers  need  to  know  about  culture  because  it  affects  health  deci- 
sions and  practices.  As  cultures  vary,  so  do  notions  of  what  the  human  body  symbol- 
izes, how  it  should  appear,  how  it  functions  most  appropriately  and  why,  and  when  and 
how  it  should  be  treated.  Appropriate  responses  to  such  conditions  vary  from  culture 


to  culture  (Anderson  &  Fenichel,  1989).  Cultural  values,  beliefs,  and  perceptions  in- 
fluence students'  ability  to  understand,  internalize,  and  exercise  positive  health  prac- 
tices that  will  enhance  the  quality  of  their  life. 

Teachers  need  to  know  about  culture  because  it  is  at  work  in  every  classroom.  Culture 
affects  how  learning  is  organized;  how  school  policies,  procedures,  programs,  and  cur- 
riculum are  developed;  and  how  testing  methods  and  evaluation  procedures  are  imple- 
mented. 

Teachers  need  to  know  about  culture  because  schools  must  prepare  students  for  ef- 
fective citizenship  in  a  culturally  diverse  world.  Historically,  the  U.S.  education  system 
has  demonstrated  a  pattern  of  segmenting  students  away  from  the  "mainstream"  class- 
room based  on  their  differences,  such  as  language  and  learning  style.  Accordingly, 
students  may  be  ill-prepared  to  live  and  interact  in  a  culturally  diverse  world. 

Teachers  need  to  know  about  culture  because  it  can  help  solve  problems  and  conflicts 
in  the  school  and  in  the  community.  Health  messages  may  conflict  with  some  cultural 
values,  beliefs,  and  perceptions,  i.e.,  the  student's  basis  for  right  and  wrong.  The  stu- 
dent receiving  the  message  may  internalize  it  to  mean  they  are  not  important.  Mes- 
sages that  invalidate  a  student's  cultural  values,  beliefs,  and  perceptions  run  the  risk  of 
damaging  a  student's  self-esteem.  Thus  it  is  important  for  health  education  teachers  to 
gain  an  understanding  of  students'  actions  and  reactions  relative  to  their  individual 
values,  beliefs,  and  perceptions. 

Finally,  it  is  important  for  teachers  to  know  about  culture  because  this  information  can 
be  a  valuable  resource  when  making  decisions  about  students,  adapting  pedagogy,  and 
involving  parents.  Some  students  may  have  had  educational  experiences  where  they 
suffered  as  a  result  of  negative  social,  economic,  and  educational  policies  (Banks  & 
Banks,  1989).  A  cultural  exploration  can  assist  health  education  teachers  in  compre- 
hending who  their  students  are  and  from  whence  their  frame  of  reference  comes. 

Demographic  Trends 

The  face  of  U.S.  schools  is  indeed  changing.  Schools  are  increasingly  becoming  more 
composed  of  students  from  different  cultural  backgrounds.  Each  year,  school  districts 
introduce  thousands  of  new  teachers  into  the  profession,  the  majority  of  whom  are 
nonminority  females  with  average  to  above  average  income  levels.  This  stands  in  sharp 
contrast  to  the  backgrounds  of  the  students  they  will  teach.  Most  of  these  new  teach- 
ers, as  well  as  many  veteran  teachers,  will  have  had  no  training  in  multicultural  com- 
munication and  methodology. 


Health  education  teachers  need  to  be  aware  that  more  children  will  be  entering  school 
from  diverse  socioeconomic  backgrounds.  Current  U.S.  demographic  trends  reveal  that 


poverty  is  more  common  among  children  than  any  other  age  group.  One  in  ten  family 
households  live  below  the  poverty  line,  but  families  with  children  under  age  five  are 
almost  twice  as  likely  to  be  poor.  Nationwide,  children  living  in  poverty  increased  22% 
in  the  1980s  (U.S.  Census  Bureau,  1993).  Thus  more  children  may  be  entering  school 
from  poverty  households. 

Health  education  teachers  need  to  be  aware  that  more  children  will  be  entering  school 
from  diverse  racial  and  ethnic  backgrounds.  Almost  25%  of  population  growth  comes 
from  immigration.  The  United  States  now  has  the  most  foreign-born  residents  ever, 
and  they  represent  the  largest  percentage  since  the  1940s  (U.S.  Census  Bureau,  1993). 

Health  education  teachers  need  to  be  aware  that  more  children  will  be  entering  school 
from  diverse  family  backgrounds.  In  1990,  only  26%  of  households  with  children  under 
18  included  a  married  couple  (U.S.  Census  Bureau,  1993).  Thus  more  children  from 
single-parent  households,  children  whose  parents  are  not  married,  and  children  of 
teenage  mothers  will  be  entering  school. 

Health  education  teachers  need  to  be  aware  that  more  children  will  be  entering  school 
with  language  differences.  Nearly  14%  of  U.S.  residents  over  five  years  of  age  speak  a 
language  other  than  English  at  home.  Of  those,  roughly  half  say  they  don't  speak  En- 
glish "very  well"  (U.S.  Census  Bureau,  1993). 

The  school  has  become  an  important  channel  for  primary  prevention  programs.  One 
reason  may  be  because  of  its  mission  and  mandated  attendance  policy.  Another  may 
be  the  after  effect  of  poverty  and  discrimination  that  may  leave  other  community  so- 
cializing agencies  incapable  of  teaching  primary  prevention.  Finally,  prevention  proto- 
cols may  have  greater  generality  among  school  children  since  they  are  usually  more 
receptive  than  other  age  groups  to  the  educational  concepts  included  in  them  (Watts, 
1989). 

Using  five  social  factors — poverty,  race  and  ethnicity,  family  composition,  education, 
and  language  background — roughly  40%  of  the  school-aged  population  can  currently 
be  considered  at  risk  {Healthy  People  2000, 1990) .  To  enhance  comprehensive  school 
health  education,  teachers  and  future  teachers  may  need  to  increase  their  awareness 
of  various  demographic  changes  within  their  schools.  They  need  to  be  sensitive  to  the 
impact  these  changes  may  have  on  the  cultural  makeup  of  their  student  body.  This 
guide  examines  considerations  within  preservice-inservice  teacher  education  programs 
to  address  this  challenge. 


Conclusion 


Culture  is  what  makes  our  lives  creative  and  meaningful.  The  cultural  framework  may 
be  viewed  as  a  set  of  tendencies  and  possibilities  from  which  to  choose.  Ascribing 
more  deterministic  cultural  roles  to  the  lives  of  students  results  in  stereotyping.  Ste- 
reotyping and  ignorance  may  create  impenetrable  barriers  to  understanding. 


Chapter  2 

Professional 
Capacities 

"You  cannot  shake  hands 
with  a  clenched  fist. " 

— Indira  Ghandi 

What  Is  Cultural  Sensitivity? 

Cultural  awareness,  sensitivity,  and  competency  are  currently  popular  terms  used  in 
discussing  a  multicultural  approach  to  education.  Health  education  teachers  need  to 
recognize  that  the  use  of  certain  terminology  is  a  personal  choice.  It  is  important  for 
them  to  understand  the  potential  concerns  some  may  have  with  the  terminology 
chosen. 

"Cultural  awareness"  has  been  defined  as  the  consciousness  of  cultural  similarities  and 
differences  (Delaware  Statewide  Multicultural  Education  Committee,  1990).  Some  have 
argued  that  the  term  cultural  awareness  implies  a  cause-effect  relationship,  yet  aware- 
ness does  not  always  cause  change  in  attitudes  or  methods  of  teaching. 

"Cultural  sensitivity"  implies  knowledge  that  cultural  differences  (as  well  as  similari- 
ties) exist,  along  with  a  refusal  to  assign  to  cultural  differences  such  values  as  better  or 
worse,  more  or  less  intelligent,  right  or  wrong;  they  are  simply  differences  (Anderson 
&  Fenichel,  1989,  p.  8).  To  some,  the  term  cultural  sensitivity  implies  that  particular 
cultures  may  be  more  "sensitive"  and  that  a  more  delicate  approach  in  behaviors/re- 
sponses is  required  when  interacting  with  members  of  these  cultures. 

"Cultural  competence"  is  said  to  refer  to  a  set  of  academic  and  interpersonal  skills  that 
allow  individuals  to  increase  their  understanding  and  appreciation  of  cultural  differ- 
ences and  similarities  within,  among,  and  between  groups  (Orlandi,  1992).  The  term 
may  be  conflicting  for  those  who  perceive  it  to  mean  there  is  a  point  at  which  compe- 
tence is  reached. 


It  is  not  within  the  scope  and  purpose  of  this  guide  to  assign  definitions,  but  to  assist 
health  educators  in  identifying  those  most  appropriate  for  them  in  moving  through  a 
process.  Knowledge  of  these  terms  may  help  a  professional  become  aware  of  potential 
concerns  that  may  arise  as  such  terms  are  used  and  to  be  ready  to  respond  appropri- 
ately to  these  concerns.  Most  important  is  the  understanding  that  none  of  these  terms 
reflects  full  knowledge  about  every  culture  represented  in  a  given  population. 

Defining  the  Health  Educator's  Role 

The  health  education  process  has  been  denned  as  that  continuum  of  learning  which 
enables  students,  as  individuals  and  as  members  of  social  structures,  to  voluntarily 
make  decisions,  modify  behavior,  and  change  social  conditions  in  ways  that  are  health- 
enhancing  (Joint  Committee,  1990).  It  is  important  that  teachers  recognize  the  class- 
room limitations  of  health  education.  They  need  to  understand  that  the  key  character- 
istic of  health  education  is  the  voluntary  participation  of  the  student  in  making  his  or 
her  own  decisions.  Health  education  bridges  the  gap  between  health  information  and 
health  decisions.  Teachers  and  programs  cannot  be  held  accountable  if  students  who 
have  developed  skills  choose  not  to  practice  them  in  the  future. 

It  is  important  for  teachers  to  understand  that  immediate  behavior  change  is  not  the 
criterion  for  success  in  school  health  education.  School  health  educators  are  held  ac- 
countable for  assuring  that  students  at  the  end  of  a  given  school  year  will  be  able  to 
make  the  health-related  decisions  they  will  face  in  the  coming  years.  Although  there 
may  be  occasions  when  teachers  should  be  alert  to  specific  behaviors,  the  approach  in 
school  health  education  is  to  measure  and  evaluate  health  knowledge,  attitudes,  and 
skills. 

Finally,  teachers  need  to  understand  that  desired  outcomes  may  or  may  not  fit  into  the 
cultural  framework  of  some  students.  Understanding  the  world  in  which  our  students 
live  is  an  essential  part  of  classroom  effectiveness.  The  health  education  process  is 
most  effective  when  teachers  view  the  interaction  between  themselves  and  their  stu- 
dents as  embedded  in  larger  social,  economic,  historic,  and  political  forces.  For  ex- 
ample, a  student  whose  daily  anxiety  rests  in  arriving  at  school  unharmed  may  find  a 
lesson  in  dental  hygiene  irrelevant  to  his  or  her  life.  Understanding  health  needs,  pri- 
orities, and  perceptions  is  essential  to  effective  classroom  exercises.  However,  it  is 
important  that  teachers  recognize  that  these  are  environmental/situational  variables, 
not  cultural  variables. 

Teachers  must  balance  the  student's  right  to  determine  his  or  her  own  future  against 
their  need  to  encourage  and  honor  positive  health  behaviors.  The  goal  should  be  to 
provide  education  in  a  positive  and  culturally  appropriate  manner,  which  facilitates 
learning  and  opportunities  to  practice,  which  in  turn  encourages  health-enhancing 
behaviors. 


Seven  Capacities  for  Cultural  Sensitivity 


Capacity  is  defined  as  the  actual  ability  or  potential  to  do  something.  It  is  important  for 
health  education  teachers  to  identify  those  capacities  that  will  enable  them  to  respond 
positively  and  appropriately  to  cultural  differences.  Teachers  need  to  view  the  devel- 
opment of  professional  capacities  for  cultural  sensitivity  as  an  ongoing  process.  Their 
commitment  to  do  so  may  be  essential  to  their  success  in  teaching  diverse  student 
populations. 

Professional  capacities  for  cultural  sensitivity  have  been  identified  as  follows: 

1.  The  capacity  to  communicate  respect:  to  transmit,  verbally  and  nonverbally,  posi- 
tive regard,  encouragement,  and  sincere  interest. 

2.  The  capacity  to  personalize  knowledge  and  perceptions:  to  recognize  the  influ- 
ence of  one's  own  values,  beliefs,  and  perceptions  on  human  interaction  and  to 
regard  such  as  relative,  rather  than  absolute. 

3.  The  capacity  to  display  empathy:  to  try  to  understand  others  from  their  point  of 
view;  to  attempt  to  put  oneself  into  others'  life  space  and  to  feel  as  they  do  about 
the  matter  under  consideration. 

4.  The  capacity  to  be  nonjudgmental:  to  avoid  value-laden,  evaluative  statements, 
which  may  cause  internal  conflicts,  and  to  listen  in  such  a  way  that  students  can 
fully  share  and  explain  themselves. 

5.  The  capacity  for  role  flexibility:  to  be  able  to  get  a  task  accomplished  in  a  manner 
and  time  frame  appropriate  to  the  learner,  and  to  be  flexible  in  the  process  for 
getting  assignments  done,  particularly  with  reference  to  participation  and  group 
activities. 

6.  The  capacity  to  demonstrate  reciprocal  concern:  to  take  turns  talking,  share  the 
responsibility  for  interaction,  and  in  group  work,  promote  circular  communica- 
tion. Refining  listening  skills  reinforces  the  capacity  to  demonstrate  reciprocal 
concern. 

7.  The  capacity  to  tolerate  ambiguity:  to  be  able  to  cope  with  cultural  differences,  to 
accept  a  degree  of  frustration,  and  to  deal  with  ever  changing  circumstances  and 
people  (Natera,  1989). 

Throughout  the  development  process,  health  education  teachers  may  need  to  do  some 
personal  introspection.  The  first  step  is  identification  of  those  capacities  that  are  their 
personal  qualities.  Teachers  may  then  discover  capacities  that  need  further  develop- 
ment. Finally,  introspection  may  lead  them  to  understanding  how  they  might  go  about 
achieving  a  greater  level  of  cultural  sensitivity. 


Skills  Building 


There  has  been  growing  concern  about  how  best  to  meet  the  challenge  of  student 
diversity.  Health  education  teachers  need  to  understand  that  multicultural  education 
is  far  more  than  pictures  in  a  book  with  different  types  of  people  in  them.  Some  re- 
searchers have  raised  questions  about  the  efficacy  of  teacher  education  programs  which 
attempt  to  deal  with  learner  diversity  by  exploring  changes  in  prospective  teachers' 
roles  in  modifying  instruction.  From  a  professional  preparation  perspective,  recom- 
mendations for  skills  building  have  included  the  following: 

►  At  least  one  course  in  multicultural  education  that  takes  into  consideration  the 
needs  of  all  students. 

►  Information  about  the  history  and  culture  of  students  from  a  wide  number  of  cul- 
tural backgrounds. 

►  Content  about  the  contributions  made  by  various  groups. 

►  Information  about  first-  and  second-language  acquisition  and  use  and  effective 
teaching  practices  for  working  with  students  from  limited  English  proficient  (LEP) 
backgrounds. 

►  Field  experiences  and  student  teaching  opportunities  with  students  from  varying 
backgrounds. 

This  background  may  assist  the  prospective  teacher  in  understanding  the  rights  and 
responsibilities  of  students  as  well  as  of  teachers  and  parents.  While  having  this  infor- 
mation may  not  eliminate  the  biases,  prejudices,  and  stereotypes  teachers  may  harbor, 
it  can  help  them  determine  future  instructional  decisions  (Coballes-Vega,  1992). 

As  the  development  of  professional  capacities  for  cultural  sensitivity  is  an  ongoing 
process,  opportunities  for  building  skills  must  extend  beyond  the  realm  of  teacher 
education  programs.  Many  educators  may  have  had  little  or  no  training  in  multicultural 
education.  For  some  the  desire  to  increase  awareness  of  and  sensitivity  to  diversity  is 
a  result  of  a  change  in  the  population  they  serve.  For  others,  opportunities  may  be 
presented  in  the  form  of  inservice  training.  Should  vehicles  for  exposure  to  and  inter- 
action with  diverse  cultures  not  be  readily  available,  health  education  teachers  can 
create  their  own  opportunities. 

Teachers  inevitably  teach  lessons  based,  in  part,  on  their  own  cultural  values,  beliefs, 
and  perceptions.  Thus  suggestions  for  skills  building  include  an  exploration  of  one's 
own  culture.  Teachers  need  to  develop  an  awareness  of  the  value  of  cultural  diversity 
and  understand  the  importance  of  taking  pride  in  one's  cultural  heritage. 

Just  as  teachers  need  to  be  aware  of  their  own  cultural  values,  beliefs,  and  percep- 
tions, they  need  to  understand  the  impact  these  factors  may  have  upon  their  teaching. 
Though  usually  unconscious,  attitudes  are  often  manifested  in  behaviors.  The  impor- 
tance of  behaviors  is  apparent  in  the  saying:  "Your  actions  speak  so  loudly,  I  can  hardly 


hear  what  you  say."  It  is  important  for  teachers  to  see  themselves  as  their  students  see 
them  before  they  can  seek  an  objective  view  of  their  students  (Natera,  1989).  Health 
education  teachers  need  to  be  able  to  demonstrate  tolerance  and  acceptance  of  differ- 
ence, in  both  their  spoken  word  and  their  behavior. 


Conclusion 


Teachers  are  active  participants  in  the  health  education  process.  They  make  choices 
that  affect  outcomes  and  they  grapple  with  issues  that  are  similar  to  those  of  the  stu- 
dent. Successful  teachers  enter  into  a  partnership  in  the  change  process,  practicing 
for  themselves  the  same  principles  advocated  for  the  student.  Each  works  toward  a 
peerness  in  which  they  share  one  another's  strengths  (Lazes  et  al.,  1987). 


Chapter  3 

The  Family 

"We  must  stop  distinguishing  between 
our  own  and  other  people's  offspring.... 
All  children  are  our  own. " 

— Marian  Wright  Edelman, 
President,  Children's  Defense  Fund 


The  Family:  Culturally  Defined 

The  concept  of  what  constitutes  a  family  differs  from  culture  to  culture.  For  purposes 
of  this  guide,  family  refers  to  significant  people  in  a  student's  life  who  may  impact  on 
the  health  messages  he  or  she  receives  and  internalizes.  Significant  people  may  vary 
not  only  in  regard  to  the  setting,  but  perhaps  by  growth  and  developmental  stages  as 
well.  Some  may  be  more  influential  than  others.  The  attitudes  and  behaviors  of  the 
significant  people  in  a  student's  life  may  have  a  positive  or  negative  impact  on  the 
health  education  process. 

The  health  education  teacher  needs  to  be  aware  of  who  is  a  member  of  a  student's 
family,  their  role  and  their  function.  The  family  may  be  the  primary  source  of  health 
information;  the  family  helps  shape  values,  beliefs  and  perceptions  with  regard  to  health; 
and  the  family  may  be  the  provider  of  a  social  support  system.  Families  vary  in  the 
ideas  about  who  cares  for  and  educates  children  of  differing  ages  and  sexes,  the  ex- 
pectations of  children  at  different  stages  of  development,  and  the  kinds  of  competence 
and  behaviors  seen  as  normal  or  ideal.  As  such,  families  can  serve  to  either  encourage 
or  discourage  the  use  of  health  information,  as  well  as  determine  the  type  of  health 
care  students  receive. 

It  is  important  that  the  classroom  teacher  attempt  to  understand  the  family  structure 
and  systems  of  expected  responsibilities  and  behaviors  so  these  may  be  realistically 
portrayed  and  reflected  in  the  classroom.  This  information  can  guide  the  teacher  in 
dealing  with  a  student  or  a  student's  parent(s)  or  guardian(s).  Such  knowledge  can  be 
helpful  in  interpreting  attitudes  and  behaviors  of  students  and  family  members. 


Health  education  teachers  need  to  be  aware  that  classrooms  may  represent  as  many 
family  structures  as  there  are  students.  They  need  to  understand  that  there  may  be 
students  who  believe  the  ideal  family  to  consist  of  a  mother,  a  father,  and  children, 
preferably  no  more  than  two  or  three.  Terms  such  as  dysfunctional  and  broken  may  be 
improperly  assigned  to  family  structures  which  differ  from  this  ideal.  These  terms  may 
be  assigned  inappropriately  and  differing  family  structures  may  contribute  as  much  if 
not  more  support  to  student  learning. 

Since  family  structure  is  so  variable,  care  should  be  taken  in  expressing  group  "norms" 
or  "ideals."  Teachers  need  to  be  aware  of  different  roles  and  expectations  for  their 
students.  They  can  validate  many  definitions  of  family  by  presenting  and  recognizing 
families  in  a  variety  of  forms.  Emphasis  may  be  placed  on  the  importance  of  the  family 
as  a  source  of  support  and  encouragement.  Conversely,  teachers  must  also  keep  in 
mind  that  some  students  may  not  have  support  from  family.  The  teacher  may  need  to 
encourage  students  to  seek  healthy  alternative  support  systems,  such  as  sports,  clubs, 
etc. 


Cultural  Values 

A  value  is  a  standard  that  people  use  to  assess  themselves  and  others.  It  is  a  belief 
about  what  is  worthwhile,  desirable,  or  important  for  well-being.  Health-related  values 
are  linked  to  choices  in  behavior.  Simply  exposing  students  to  a  new  idea  or  practice 
will  not  automatically  result  in  adoption  if  that  idea  or  practice  conflicts  with  their 
values. 

For  values  to  be  in  conflict  is  not  at  all  uncommon.  Values  that  one  culture  views  as 
positive  may  be  considered  undesirable  or  threatening  in  another.  Values  commonly 
found  in  one  culture  may  be  inappropriate  in  another.  For  example,  the  value  placed 
on  "good  health"  is  variable.  Some  cultures  emphasize  duration  in  life,  whereas  others 
place  greater  emphasis  on  the  quality  of  life. 

Values  may  be  viewed  as  a  continuum  with  extremes  on  each  end.  It  is  important  to 
keep  in  mind  that  students  are  seldom  at  the  extremes.  The  following  dimensions  may 
help  to  enhance  an  understanding  of  the  dichotomy  in  specific  values. 

Fate  Personal  control 

Tradition  Change 

Human  interaction  dominates  Time  dominates 

Hierarchy/Rank/Status  Human  equality 

Group  welfare  Individualism/Privacy 

Birthright  inheritance  Self-Help 

Cooperation  Competition 

Past  orientation  Future  orientation 


"Being"  orientation 
Formality 
Indirectness/RitualTFace" 
Idealism/Theory 
Spiritualism/Detachment 


Action/Goal/Work  orientation 
Informality 

Directness/Openness/Honesty 

Practicality/Efficiency 

Materialism 


Conflicts  in  values  may  represent  a  challenge  for  health  education  teachers.  Trying  to 
climinish  conflict  and  helping  students  sort  through  conflicts  are  important  health  edu- 
cation techniques.  Teaching  students  from  diverse  backgrounds  requires  an  under- 
standing of  one's  own  values  as  well  as  the  values  of  others.  There  is  a  natural  ten- 
dency to  be  "culture  bound,"  to  assume  certain  values  are  admirable,  sensible,  and 
right.  Values  may  be  used  to  assess  student  behavior,  thus  imposing  judgment  upon 
behaviors.  This  implies  the  need  for  skills  in  working  with  students  in  a  nonjudgmental 
fashion. 


Health  Beliefs  and  Practices 

A  belief  is  a  conviction  that  a  phenomenon  or  object  is  true  or  real.  Cultures  vary  in 
their  beliefs  of  the  cause,  prevention,  and  treatment  of  illness.  It  may  be  important  to 
gain  an  understanding  of,  and  support  for,  the  psychosocial  problems  that  might  arise 
as  a  result  of  the  diverse  beliefs  and  practices  of  students. 

Cultures  do  not  uniformly  categorize  conditions  as  diseases  or  illnesses.  A  condition 
considered  normal  in  one  culture  may  be  denned  as  a  disease  in  another.  For  example, 
prenatal  care  may  be  delayed  or  avoided  because  childbearing  is  seen  as  a  natural  and 
personal  process. 

Beliefs  also  influence  the  practices  used  to  maintain  health.  Health  practices  may  be 
classified  as  (1)  folk  practices,  (2)  spiritual  or  psychic  healing  practices,  and  (3)  con- 
ventional medical  practices.  Students  may  follow  a  specific  process  in  seeking  health 
care,  due  to  their  beliefs.  For  example: 

►  For  some  students,  discussing  personal  matters  with  health  professionals  is  taboo, 
and  they  may  seek  the  advice  of  family  in  choosing  a  healer  or  a  course  of  treat- 
ment. 

►  Some  students  may  closely  tie  religious  beliefs  to  health  status.  When  illness  is 
viewed  as  a  curse  for  sins,  they  may  seek  a  cure  through  spiritual  care.  Cultural 
healers,  who  are  highly  respected  and  valued,  may  provide  both  physical  and  emo- 
tional support  to  those  who  believe  in  them.  In  addition,  the  family  supports  and  is 
frequently  involved  in  the  treatment  and  cure. 

►  Some  students  may  believe  it  unnecessary  to  seek  health  care  when  no  acute  symp- 
toms are  present.  Thus  preventive  health  checkups,  such  as  dental  or  eye  exams, 
may  be  avoided. 


It  is  important  for  health  education  teachers  to  respect  their  students'  beliefs  and 
practices.  Many  have  survived  for  generations  and  may  be  effective  in  one  way  or 
another.  Teachers  can  work  with  students  to  develop  a  plan  which  involves  the  family 
and  builds  on  their  beliefs  in  a  positive  manner. 


Perceptions  of  Health 

From  culture  to  culture,  the  perception  of  health  will  differ.  Some  perceive  thinness  to 
be  a  desirable  health  goal,  whereas  others  may  consider  thin  people  to  be  in  poor 
health  and  fat  people  to  be  healthy  and  happy.  Similarly,  cleanliness  may  not  be  closely 
associated  with  good  health  in  some  cultures.  Natural  body  odors  may  be  acceptable 
and  desirable,  rather  than  offensive,  in  some  cultures.  Hygienic  practices,  such  as  brush- 
ing the  teeth,  may  also  differ  among  cultures. 

Uncomfortable  feelings  may  arise  when  teachers  deal  with  students  different  from 
themselves.  These  feelings  may  come  from  fear  of  the  unknown  or  a  sincere  belief  that 
one  way  is  the  best  way  (Matiella,  1991).  These  feelings  may  lead  to  bias,  prejudice 
and  stereotype  in  the  delivery  of  health  messages.  The  challenge  for  health  education 
teachers  is  to  be  aware  of  these  feelings  so  as  to  minimize  any  negative  impact  they 
may  have  on  their  students'  ability  to  receive  and  internalize  health  messages. 

Bias  in  comprehensive  school  health  instruction  affects  students'  self-image,  philoso- 
phy of  life,  interpersonal  sensitivity,  opinions  about  different  cultural  groups,  and  opin- 
ions about  social  problems.  Studies  have  shown  that  students  who  see  themselves 
portrayed  in  stereotypical  ways  internalize  these  ideas  and  fail  to  develop  their  own 
unique  abilities,  interests,  and  full  potential.  Conversely,  nonbiased  instruction  can 
have  a  positive  effect  on  attitudes,  self-perceptions,  and  future  options  (New  York 
Board  of  Education,  1988). 

Classroom  instruction  may  portray  only  the  commercialized  version  of  typical  "Ameri- 
can" life.  Instruction  should  contain  a  diversity  of  symbols  to  which  all  students  can 
relate.  Students  should  be  able  to  recognize  something  of  their  own  lives  in  the  in- 
struction. The  message  delivered  will  be  that  lifestyles  and  customs  different  from 
one's  own  are  equally  valid  (New  York  Board  of  Education,  1988). 

The  following  questions  may  help  identify  ways  teachers  may  unintentionally  show 
biases: 

1 .  Which  five  students  do  I  most  like  and  feel  most  comfortable  with?  Which  five  do  I 
least  like  and  feel  least  comfortable  with? 

2.  Do  these  students  have  anything  in  common  with  each  other,  e.g.,  dress,  language, 
behavior,  cleanliness,  manners,  culture,  ethnicity? 

3.  Can  I  identify  a  bias  that  is  indicated  by  their  similarities? 


4.  Have  I  arranged  the  room  so  the  better  or  brighter  students  are  closer  to  me  and/ 
or  have  the  best  view  of  the  chalkboard? 

5.  When  I  need  a  teacher's  helper,  do  I  tend  to  ask  the  same  few  students  every  time? 
Do  I  give  smarter  students  or  students  from  certain  cultural  groups  more  class 
privileges? 

6.  Do  I  spend  more  instructional  time  with  one  group  of  students  than  others? 

7.  Do  I  give  high  achievers  more  time  to  respond  to  questions?  Am  I  more  impatient 
and  quicker  to  give  answers  to  low  achievers? 

8.  Do  I  tend  to  expect  less  from  certain  students?  If  so,  do  these  students  have  any- 
thing in  common?  Are  they  economically  disadvantaged?  members  of  a  racial/eth- 
nic group?  Do  they  achieve  less? 

9.  Do  I  praise  or  encourage  (verbal  and  written  comments)  certain  students  more 
than  others?  Are  the  well-praised  students  from  any  particular  economic,  ethnic, 
or  racial  group? 

Teachers  willing  to  become  aware  of  uncomfortable  feelings  in  themselves  may  find  it 
easier  to  recognize  uncomfortable  feelings  in  their  students.  Ignoring  differences  doesn't 
make  them  go  away.  It  may  even  increase  resistance  to  developing  acceptance  and 
respect  of  others.  Once  aware  of  their  feelings,  teachers  can  move  on  to  create  experi- 
ences that  build  comfort,  acceptance,  and  respect  for  diversity  (Matiella,  1991). 

Conclusion 

Culture  can  be  conceptualized  as  the  specific  framework  of  meanings  within  which  a 
population,  individually  and  as  a  group,  shapes  its  lifeways.  The  purpose  of  this  section 
has  been  to  give  a  broad  overview  of  family  definitions;  to  increase  awareness  about 
ways  in  which  values,  beliefs,  and  perceptions  impact  the  delivery  of  comprehensive 
school  health  instruction;  and  to  provide  guidelines  that  will  assist  health  education 
teachers  in  detecting  and  remedying  problems. 

Cultural  frameworks  suggest  important  tendencies  and  possiblities.  An  individual  or 
family's  unique  characteristics  and  experiences  must  be  understood.  It  is  important  to 
keep  in  mind  that  while  members  of  a  group  share  cultural  characteristics,  each  stu- 
dent should  also  be  seen  as  an  individual  with  unique  interpersonal  skills  and  needs. 


Chapter  4 


Language 

"A  nation  without  a  language  is 
like  a  nation  without  a  heart. " 

— Welsh  proverb 


Language  and  Health 

The  goal  of  comprehensive  school  health  education  for  the  student  is  the  development 
of  health  literacy.  Health  literacy  has  been  defined  as  the  ability  to  understand  and 
interpret  health  messages  and  the  competency  to  make  decisions  regarding  health 
(Joint  Committee  on  Health  Education  Terminology,  1990). 

Effective  communication  skills  may  enhance  the  health  literacy  of  students.  However, 
this  can  be  challenging  when  working  with  students  of  diverse  language  backgrounds. 

Why  so  much  fuss  about  language?  One  reason  is  that  we  need  our  language  for  analy- 
sis. Students  need  functional  literacy  skills  that  will  enable  them  to  produce  and  un- 
derstand simple  health  messages.  Second,  we  need  our  language  for  solidarity,  both 
with  our  contemporaries  and  across  generations.  Students  need  cultural  literacy  skills 
which  will  enable  them  to  fully  comprehend  health  messages  despite  diversity  in  shared 
experiences  and  points  of  reference.  And  finally,  we  need  our  language  for  mediation. 
Students  need  critical  literacy  skills  for  identifying  the  political  component  inherent  in 
health  messages. 

The  incorporation  of  effective  teaching  practices  for  working  with  students  from  di- 
verse language  backgrounds  is  critical  for  health  education  planning.  Information  about 
the  language  strengths  and  needs  of  students  as  well  as  knowledge  about  the  student's 
use  of  language  can  assist  the  teacher  in  the  development  of  skills  activities.  This  infor- 
mation can  be  helpful  to  the  teacher  in  setting  up  homework  assignments  as  well  as  in- 
class  interactions  with  other  students  (Coballes-Vega,  1992). 

Some  strategies  teachers  can  use  to  facilitate  better  communication  include: 


►  Providing  a  safe  and  comfortable  classroom  environment. 

►  Remembering  to  ask  students  throughout  the  lesson  if  they  have  any  questions. 

►  Reinforcing  students  for  participation  in  class. 

►  Providing  students  an  opportunity  to  meet  individually  after  class  (perhaps  with 
the  English  as  a  Second  Language  teacher)  to  discuss  the  students'  perceptions 
(Correa,  1989). 

Linguistic  Diversity 

In  working  with  students  from  varying  cultural  backgrounds,  health  education  teach- 
ers need  to  recognize  that  many  will  come  from  diverse  language  backgrounds.  It  is 
not  known  exactly  how  many  different  languages  are  spoken  throughout  the  world. 
Most  references  say  there  are  somewhere  between  4,000  and  5,000.  Yet,  for  the  health 
educator,  it  is  not  so  much  the  need  for  awareness  of  the  demographics  of  language  as 
the  need  for  understanding  the  human  dimension  of  language.  Teachers  need  to  un- 
derstand not  only  the  cognitive  and  behavioristic  dimensions  of  language,  but  also  the 
social  dimension. 

On  a  cultural  level,  language  is  the  symbolic  expression  of  community,  encoding  a 
group's  values,  its  folkways,  and  its  history.  Socially,  it  is  the  most  powerful  means  of 
interaction  and  communication.  It  is  through  language  that  an  individual  or  a  group 
seeks  and  attains  participation  in  society  (Chavez,  1988). 

Society  and  language  interact  constantly.  Native  speakers  of  a  language  unconsciously 
know  and  obey  the  rules  and  customs  of  their  language  community.  The  dialect  or 
language  used  in  the  right  situation  can  provide  the  health  education  teacher  with 
immediate  acceptance  or  credibility.  Conversely,  to  make  a  wrong  choice  in  verbal  or 
nonverbal  expression  may  come  across  as  rude,  crude,  or  ignorant. 

It  is  important  to  understand  the  subtle  and  complex  nature  of  the  interaction  be- 
tween language  and  social  custom.  It  is  this  interaction  that  makes  it  difficult  for  the 
linguistically  different  student  to  fully  master  health  messages  delivered  in  a  second 
language.  Students  who  are  learning  a  new  language,  or  are  unfamiliar  with  colloquial- 
isms, may  make  wrong  choices.  They  may  even  be  surprised  at  the  use  of  words  that 
are  incongruent  with  their  perception  of  what  is  proper. 

Acquisition  of  a  second  language  is  dependent  upon  how,  when,  and  the  degree  to 
which  the  language  is  used.  The  subtleties  of  language  are  acquired  with  use  of  the 
language.  To  this  end,  initiatives  such  as  English  as  a  Second  Language  (ESL),  Teach- 
ing English  as  a  Foreign  Language  (TEFL),  and  others  have  been  established  in  many 
schools.  These  programs  focus  on  involvement,  instruction,  and  purposeful  practice  to 
assist  the  linguistically  different  student  in  the  mastery  of  the  English  language,  in- 
cluding vocabulary  and  grammar.  Other  more  recent  initiatives,  such  as  Bilingual  Edu- 


cation  (BE)  programs,  encourage  development  of  native  literacy  as  well  as  the  second 
language. 

Immersion  in  the  linguistic  community  is  one  means  of  providing  an  opportunity  for 
the  linguistically  different  student  to  interact  more  actively  in  the  second  language 
and  become  more  familiar  with  the  cultural  environment.  Some  students  may  have 
experienced  immersion  as  a  necessary  means  of  communication,  e.g.,  in  the  expres- 
sion of  basic  needs.  Although  logical,  immersion  may  also  be  painful.  Requiring  linguis- 
tically diverse  students  to  learn  and  use  English  may  result  in  barring  them  from  effec- 
tive participation  in  the  classroom  if  they  have  not  acquired  English  to  a  level  of  profi- 
ciency. Consequently,  they  may  perform  poorly  in  school,  thereby  reinforcing  educa- 
tors' perceptions  of  them  as  deficient.  Effective  health  education  planning  incorpo- 
rates teaching  practices  for  working  with  students  from  low  English  proficiency  (LEP) 
backgrounds. 

Teachers  may  have  a  tendency  to  ignore  the  student's  native  language  and  advise 
parents  to  use  English  in  the  home.  They  may  even  reprimand  students  for  speaking  a 
language  other  than  English.  First,  it  is  important  to  keep  in  mind  that  while  students 
may  be  bilingual,  parents  may  speak  only  the  native  language.  Second,  the  denial  of 
students'  use  and  development  of  their  native  tongue  may  be  perceived  by  some  as  a 
denial  of  their  participation  in  society  and  of  their  very  peoplehood  (Chavez,  1988). 
The  message  internalized  by  the  student  and  parent  may  be  that  to  survive  in  this 
society,  your  identity  must  be  eradicated.  This  may,  in  turn,  result  in  the  internaliza- 
tion of  shame  by  students  and  parents.  When  students'  (or  a  community's)  identities 
become  shrouded  in  shame  they  lose  the  means  to  control  their  own  lives  in  situations 
where  they  interact  with  others  —  including  the  health  education  classroom. 

The  concept  of  language  rights,  in  its  most  general  sense,  refers  to  the  right  of  a  people 
to  learn,  to  keep,  and  to  use  its  own  language  in  all  manner  of  public  and  private  busi- 
ness (Chavez,  1988).  It  is  important  that  teachers  acknowledge  all  languages  as  being 
of  equal  worth.  At  times,  this  may  mean  encouraging  students  to  use  whatever  lan- 
guage in  which  they  feel  most  comfortable  to  communicate  what  has  been  learned. 
Some  classroom  strategies  that  might  help  validate  the  language  of  linguistically  di- 
verse students  include: 

►  Interface  English  gradually  while  building  native-language  literacy  skills.  The  goal 
should  be  to  develop  native  literacy  for  its  own  sake  and  also  so  that  it  may  later 
transfer  to  English. 

►  Recognize  the  social  nature  of  language  and  the  importance  of  building  a  class- 
room "community"  of  language  users  who  interact  with  one  another  as  they  go 
about  learning. 

►  Require  students  to  practice  the  four  language  modes,  i.e.,  listening,  speaking, 
reading,  and  writing. 


►  Use  stories  that  have  health  themes  from  different  backgrounds  or  have  students 
tell  their  own  stories  based  on  experience. 

►  Use  as  many  illustrations  as  possible. 

►  Present  characters  using  puppets  to  help  students  with  vocabulary  pertaining  to 
the  story. 

►  Have  students  generate  connections  between  the  story  and  their  own  experience. 

►  Ask  students  to  repeat  the  translation. 

►  Ask  students  to  retell  the  story  orally  using  their  own  words. 

►  Ask  students  to  write  down  their  versions  using  a  big  chart  that  enables  all  stu- 
dents to  view  the  results. 

►  Initiate  discussion  and  analysis  of  stories. 


Overcoming  Barriers 

Effective  communication  with  the  student  is  the  teacher's  most  powerful  tool.  Yet,  it  is 
not  uncommon  for  teachers  and  students  to  fail  to  understand  one  another.  When 
communication  becomes  difficult  because  of  language  differences,  teachers  may  need 
to  resort  to  other  ways  of  relaying  information  to  students. 

Health  information  and  education  materials  can  play  a  significant  role  in  helping  to 
meet  the  health  needs  of  students.  However,  culturally  sensitive  and  universally  ap- 
propriate language  materials  for  diverse  populations  may  be  scarce.  Although  many 
organizations  translate  their  publications,  literal  translations  may  not  be  sensitive  to 
cultural,  linguistic,  and  other  factors  that  may  influence  attitudes  and  behaviors  to- 
ward health  status  (Sancho  et  al.,  1991). 

To  bridge  the  communication  gap  between  students  and  teachers,  school  personnel 
may  provide  interpreters.  Teachers  need  to  be  aware  that  students  may  feel  inad- 
equate even  if  messages  are  presented  in  their  native  language  because  of  their  lack  of 
competence  in  their  own  language  as  well  as  their  lack  of  experience  in  dealing  with 
health  issues.  Students  who  haven't  developed  the  cognitive  skills  necessary  to  inter- 
nalize health  messages  and  concepts  in  their  native  language  may  have  a  greater  diffi- 
culty doing  so  in  a  second  language. 

In  addition,  the  interpreter  is  often  a  secretary  or  custodian  in  the  school  building  who 
speaks  the  native  language,  but  is  not  a  trained  interpreter.  If  translators  are  unskilled, 
they  may  interpret  information  inaccurately,  especially  when  many  of  the  words  used 
in  health  education  cannot  be  easily  translated  from  English  into  other  languages. 

The  use  of  interpreters  may  also  add  confusion  to  school/home  interactions.  Even  if 
professional  interpreters  are  used,  their  reliance  on  textbook  language  may  further 
confuse  the  non-English  speaking  family.  Teachers  may  need  to  make  an  extra  effort 
to  ensure  that  culturally  diverse  parents  clearly  understand  the  basic  tenets  of  health 


education,  even  if  it  takes  more  effort  to  do  so  with  non-English  speaking  families.  In 
many  cases,  the  non-English  language  does  not  contain  the  vocabulary  needed  to  di- 
rectly translate  from  English.  Even  when  terms  exist,  they  may  convey  meaning  other 
than  what  is  intended  in  English.  Providing  relevant  examples  often  serves  to  clarify 
intended  outcomes. 

Interpreters,  such  as  social  workers,  university  students,  extended  family  members, 
and  local  business  merchants,  can  be  recruited  by  schools  to  help.  Interpreters  need  to 
be  well-trained  and  practiced  in  advance  of  meetings  in  which  the  non-English 
language  is  to  be  used. 

Avoiding  Miscommunication 

Communication  involves  not  only  what  is  said  and  how  it  is  said  but  also  what  is  im- 
plied and  what  the  listener  perceives.  Teachers  need  to  be  aware  of  variations  in  both 
verbal  and  nonverbal  communication  to  avoid  misunderstandings  or  inappropriate 
movements  which  may  unintentionally  offend  students.  Teachers  need  to  develop  ef- 
fective interpersonal  communication  skills  to  assist  culturally  and  linguistically  diverse 
students  internalize  the  health  messages  they  deliver  in  the  classroom. 

On  the  basis  of  verbal  behavior  alone,  teachers  may  mistakenly  perceive  the  linguisti- 
cally different  student  as  lacking  awareness  or  conceptual  ability.  For  example,  stu- 
dents who  speak  with  an  accent  may  be  perceived  as  having  low  English  proficiency.  It 
is  important  for  health  education  teachers  to  be  aware  that  individuals  who  acquire  a 
second  language  after  the  age  of  puberty  will  retain  an  accent.  Teachers  need  to  un- 
derstand that  an  accent  is  not  a  determinant  of  language  proficiency. 

Teachers  may  find  that  they  withhold  certain  health  information  from  linguistically 
diverse  students.  This  may  be  because  they  believe  the  culturally  diverse  student  is 
not  sophisticated  enough  to  grasp  the  content  of  the  educational  process.  Teachers 
may  perceive  the  exchange  of  some  health  information  as  so  complex  and  time- 
consuming  that  they  may  tend  to  avoid  contact  with  linguistically  diverse  students. 
Unfortunately,  when  communication  is  made  with  the  student  it  may  be  in  a 
patronizing  tone,  full  of  jargon,  and  confusing.  Compounding  the  problem  is  the  fact 
that  when  students  are  confused,  they  may  hesitate  to  ask  questions  out  of  embarrass- 
ment, respect  for  or  mistrust  of  the  teacher's  authority,  or  fear  of  being  perceived  as 
impolite. 

Health  education  teachers  might  consider  the  following  strategies  for  enhancing 
verbal  communication  in  the  classroom: 

►    The  tone  of  voice  should  be  positive,  avoiding  a  condescending,  disinterested,  or 
unpleasant  tone. 


►  The  volume  should  be  audible,  but  not  so  loud  as  to  make  the  student  feel  uncom- 
fortable. 

►  Careful  articulation  of  each  word  is  important.  Teachers  may  have  to  adjust  their 
speech  rate. 

►  Avoiding  slang  and  technical  jargon  will  help  to  increase  a  student's  understanding. 

Nonverbal  behavior  may  be  another  barrier  to  communication  which  teachers  must 
consider  when  interacting  with  culturally  diverse  students  and  families.  The  meaning 
of  many  actions  and  gestures  is  dictated  by  cultural  expectations.  Teachers  communi- 
cate not  only  through  words,  but  also  through  facial  expressions  and  body  movements. 
Conversely,  health  education  teachers  also  need  to  understand  the  need  for  caution  in 
interpreting  the  student's  facial  expressions  or  body  movements.  A  teacher's  interpre- 
tation might  be  quite  different  from  the  student's  intent. 

Some  factors  teachers  might  consider  to  enhance  nonverbal  communication  with  their 
students  and  their  families  include: 

►  Silence — Some  students  may  view  silence  as  awkward  or  wasteful  of  time.  How- 
ever, others  may  be  quite  comfortable  with  periods  of  silence.  Conversely,  some 
students  may  consider  it  entirely  appropriate  to  speak  before  the  other  person  has 
finished  talking.  Being  tolerant  of  natural  pauses  or  interruptions  in  the  communi- 
cation process  will  help  foster  the  student's  respect. 

►  Distance — The  most  comfortable  physical  distance  between  one  person  and  an- 
other varies  from  culture  to  culture.  For  example,  a  student  may  comment  on  how 
uncomfortable  she  feels  when  a  teacher  sits  next  to  her.  The  student  interprets 
the  teacher's  sitting  close  to  her  as  being  intimate  and  pushy.  Giving  students 
options  for  space  preference  can  help  the  teacher  establish  the  proper  distance 
for  that  individual. 

►  Eye  Contact — Some  students  may  be  brought  up  to  avoid  eye  contact  as  a  sign  of 
deference  or  respect  toward  authority  figures.  For  example,  teachers  may  feel 
that  a  student  is  not  listening  to  what  they  say  or  that  they  do  not  care  about  their 
educational  program  because  the  student  does  not  make  eye  contact  during  the 
class.  Observing  the  student  both  when  listening  and  speaking  can  offer  clues  to 
appropriate  eye  contact. 

►  Emotional  Expression— Students  may  have  a  tendency  to  regard  people  who  are 
more  expressive  as  immature  and  those  who  are  less  expressive  as  unfeeling.  Hap- 
piness and  sorrow  are  emotions  common  to  all  people,  but  they  may  not  be  openly 
expressed,  particularly  to  outsiders.  In  some  cultures,  one  may  smile  or  laugh  to 
mask  other  emotions. 

►  Body  Language — The  position,  gestures,  and  motion  of  the  body  can  be  inter- 
preted differently  depending  on  the  culture.  The  use  of  hands  (e.g.,  touching  or 
being  touched  by  a  stranger,  standing  with  hands  on  hips,  pointing  or  beckoning 
with  a  finger)  or  the  positioning  of  feet  can  be  significant.  Conservative  use  of 
body  language  is  prudent  when  teachers  are  uncertain  as  to  what  is  appropriate. 


Observing  the  student's  actions  and  interactions  with  others  may  give  teachers 
direction  for  acceptable  body  language.  Being  open  with  students  and  asking  gen- 
eral questions  about  body  language  can  also  help  if  teachers  have  doubts  about 
appropriate  behavior. 


Conclusion 

An  understanding  of  the  impact  language  may  have  on  the  health  education  process 
can  help  teachers  better  understand  their  students,  as  well  as  their  students'  families 
and  communities.  Health  education  teachers  need  to  acknowledge  and  validate  the 
language  of  the  linguistically  different  student.  Teachers'  ability  to  incorporate  into 
their  instruction  a  sensitivity  toward  the  social  dimension  of  language  may  be  the  key 
to  internalization  of  the  health  messages  they  deliver. 

The  health  education  process  can  be  effective  only  if  both  the  teacher  and  the  student 
perceive  the  process  to  be  possible  and  profitable.  Awareness  of  effective  teaching 
practices  for  culturally  and  linguistically  diverse  students  may  help  teachers  overcome 
potential  barriers  and  avoid  miscommunication.  Teachers  need  to  understand  the  im- 
pact their  personality  and  style  of  communication  have  on  the  educational  process. 
Insincerity,  bias,  prejudice,  and  stereotyping  negate  educational  efforts.  Utilizing  al- 
ternative methods  of  relaying  health  information  may  help  teachers  communicate  genu- 
ine interest  in  and  concern  for  all  students. 


Chapter  5 


The  Community 

"It  takes  an  entire  village 
to  educate  a  child. " 

— African  proverb 
Bridging  the  Gap 

A  well-developed  comprehensive  school  health  program  can  be  a  vital  resource  within 
a  community's  health  care  network.  Yet  schools  and  communities  may  fail  to  recognize 
their  common  goals  and  the  advantage  of  pooling  their  resources.  The  school  may  at 
times  appear  unable  or  unwilling  to  tap  the  expertise  and  support  of  community  re- 
sources. The  community  may  not  appear  to  see  the  school,  and  particularly  the  devel- 
opment of  a  comprehensive  school  health  program,  as  an  area  which  should  be  of 
concern.  Linkages  which  could  lead  to  coordinated  school-community  health-related 
efforts  may  not  materialize.  Thus,  the  resultant  gains  which  could  accrue  to  programs 
in  both  settings  are  not  realized. 

Many  avenues  may  be  open  for  coordinating  school  and  community  agency  health- 
related  efforts.  Schools  may  need  to  seek  out  ways  to  involve  communities  in  all  as- 
pects of  comprehensive  school  health  program  planning,  implementation,  and  evalua- 
tion. School  health  education  planning  is  more  effective  if  it  includes  needs  assess- 
ments of  both  the  general  community  and  the  school  community.  The  attention  to 
broader  community  health  issues  and  the  representation  of  people  from  the  commu- 
nity can  make  school  health  planning  more  responsive  to  the  needs  and  concerns  of 
the  population  that  surrounds  the  school.  Involving  members  of  the  community  in 
health  program  planning  can  strengthen  efforts  by  lending  credibility,  facilitating  ac- 
ceptance, and  raising  awareness. 

This  chapter  will  identify  factors  that  can  facilitate  and/or  prevent  community  support 
and  involvement  and  will  examine  the  roles  teachers  and  community  members  play  in 
making  the  health  education  process  work. 


Generational  Depth  of  Community  Support  Systems 


Most  change  takes  place  within  the  context  of  social  support  systems.  Thus  the  quality 
and  degree  of  contact  with  the  community's  social  support  systems  may  facilitate  the 
use  of  community  resources.  Social  support  systems  are  those  institutions  that  con- 
tribute to  establishing  the  community's  cultural  identity.  They  provide  vehicles  through 
which  the  needs  of  community  members  are  met.  Social  support  systems  play  an  im- 
portant role  in  shaping  values,  beliefs,  and  attitudes  of  the  community.  For  example, 
the  church  meets  not  only  spiritual  needs,  but  also  the  educational,  physical,  and  so- 
cial needs  of  its  members  and  their  families. 

Failure  to  understand  and  incorporate  social  support  systems  into  educational  efforts 
may  result  in  isolation  of  the  school  from  the  community  at  large.  Health  education 
intervention  is  most  effective  when  it  is  integrated  into  the  fabric  of  the  community. 
Effective  programs  are  developed  with,  understood  and  accepted  by  the  community 
they  are  attempting  to  reach. 

Within  the  social  support  system  are  many  institutions.  Some  institutions  are  stronger, 
older,  and  held  in  higher  regard  than  others.  Such  institutions  are  said  to  have  genera- 
tional depth.  They  are  important  to  educators  in  soliciting  support  for  a  comprehen- 
sive school  health  program.  Some  support  systems  include: 

►  The  Family  Support  System — Teachers  can  make  an  effort  to  obtain  a  clear  pic- 
ture of  who  is  a  member  of  the  family,  their  role  and  their  function. 

►  The  Spiritual  Support  System — Many  religious  groups  have  established  services 
which  health  education  teachers  can  take  into  account  when  attempting  outreach 
or  development  programs. 

►  The  Medical  Support  System — For  some,  conventional  medical  practitioners,  such 
as  physicians  and  nurses,  may  be  perceived  as  credible  sources  of  health  informa- 
tion. For  others,  folk-traditional  practitioners,  such  as  medicine  men,  espiritista, 
and  curandera/curandero,  may  be  most  helpful  in  delivering  credible  health  mes- 
sages. 

►  The  Business  Support  System — Merchant  and  social/recreational  clubs  epitomize 
the  concept  of  community  control.  These  institutions  are  useful  in  that  they  are 
often  owned,  operated,  and  patronized  by  the  community;  they  may  receive  no 
outside  funding  other  than  that  provided  by  the  community;  they  are  strategically 
located  within  the  community. 

►  The  School  Support  System — The  total  school  environment  is  a  system  consisting 
of  a  number  of  major  identifiable  variables  and  factors,  such  as  a  school  staff,  school 
administration,  school  policy  and  the  formalized  curriculum.  Any  of  these  factors 
may  be  the  focus  of  initial  program  planning.  Teachers  can  facilitate  coordination 
of  each  of  them  to  create  and  sustain  an  effective  program. 


Social  support  systems  can  be  valuable  allies  because  they  can  be  used  to  identify  and 
overcome  cultural  barriers  that  may  exist  in  communities. 

Overcoming  Resistance 

Aspects  of  a  comprehensive  school  health  program  can  spark  conflict  between  the 
school  and  the  community  it  serves.  A  controversy  related  to  a  school's  education 
efforts  may  stem  directly  from  perceived  discrepancies  in  the  belief  systems  underly- 
ing such  efforts.  It  is  important  for  health  education  teachers  to  identify  and  compare 
competing  belief  systems.  Belief  systems  affect  not  only  choices  about  education  meth- 
ods and  materials,  but  also  more  fundamental  concerns,  such  as  what  is  considered  a 
problem  and  how  that  problem  is  denned.  For  example: 

►  Some  communities  may  see  the  school's  obligation  as  one  of  "holding  the  line" 
against  change  or  espousing  beliefs  consistent  with  those  of  the  community.  They 
may  perceive  certain  aspects  of  classroom  instruction  as  condoning  and  promot- 
ing deviations  from  behavioral  norms  to  which  the  community  adheres. 

►  Many  communities  believe  they  alone  are  in  the  best  position  to  provide  culturally 
appropriate  intervention  since  they  know  the  community's  communication  net- 
works and  the  cultural  values,  beliefs,  and  perceptions  of  its  members.  They  per- 
ceive a  long  history  of  outsiders  coming  into  their  community  to  "rescue"  them 
from  dangers. 

The  health  educator  must  choose  a  course  of  action  based  on  an  assessment  of  which 
belief  systems  are  most  important,  which  are  most  powerful,  or  which  are  most  likely 
to  achieve  success.  Teachers  need  to  recognize  the  strengths  of  certain  cultural  influ- 
ences, such  as  religion,  folkways,  and  language.  Some  may  be  more  resilient  than  oth- 
ers. Teachers  need  to  understand  that  although  a  student's  beliefs  may  be  perceived 
as  harmful  or  unhealthy,  they  are  not  likely  to  change  just  because  they  have  been 
questioned.  It  is  important  for  teachers  to  solicit  assistance  from  the  community  in 
developing  lessons  that  integrate  components  of  resilient  cultural  features. 

Negotiating  agreement  among  belief  systems  is  not  an  easy  process.  In  many  cases, 
there  is  little  time  to  conduct  a  thorough  consultation  prior  to  initiating  a  program.  An 
alternative  is  to  begin  the  program  with  as  much  agreement  as  possible  and  then  build 
flexibility  into  the  design  to  accommodate  subsequent  changes.  Negotiating  agree- 
ment requires  skills  in  influencing  others  over  whom  the  health  educator  has  no  direct 
authority.  A  spin-off  of  negotiation  is  getting  stakeholders  to  "buy  in"  to  the  problem 
and  the  approach  to  its  solution.  People  are  more  likely  to  take  responsibility  for  solu- 
tions if  they  feel  they  "own"  the  program  (Lazes  et  al.,  1987). 


It  is  important  to  understand  that  the  community  may  not  always  share  the  educator's 
perception  of  what  its  health  needs  are,  how  to  address  them,  or  the  resources  avail- 


able  to  assist.  Teachers  can  work  with  communities  in  gathering  sufficient  information 
and  relating  it  to  health  concerns.  In  so  doing,  they  may  then  arrive  at  a  mutual  under- 
standing of  health  priorities  and  how  best  to  approach  the  problems  which  may  exist. 
As  the  health  education  teacher  makes  attempts  to  establish  compatibility  between 
traditional  cultural  beliefs  and  health  education  approaches,  programs  will  be  incorpo- 
rated/adapted that  fit  the  community's  needs  within  a  meaningful  framework. 

The  Teacher's  Role  in  the  Community 

The  goals  of  a  comprehensive  school  health  program  are  most  relevant  if  they  have 
been  clearly  derived  from  social,  epidemiological,  and  behavioral  diagnoses  of  the  com- 
munity and  the  age  ranges  for  which  the  curriculum  is  being  planned.  Thus,  an  impor- 
tant link  in  the  curriculum  development  and  implementation  process  is  the  identifica- 
tion of  the  needs  of  the  local  community  served  by  the  school  health  education  pro- 
gram. The  chances  for  positive  educational  outcomes  may  diminish  when  curricular 
plans  fail  to  take  into  account  community  needs.  Choices  must  be  made  about  what 
should  be  included  and  what  should  be  left  out;  teachers  can  more  effectively  carry 
out  instruction  when  they  understand  why  particular  content  and  activity  are  included; 
and  parents  may  be  more  supportive  of  the  inclusion  of  controversial  content  when  a 
need  has  been  clearly  established  and  communicated. 

From  a  program  planning  perspective,  needs  assessment  may  shed  new  light  on  a 
long-standing  situation  and  thereby  lead  the  way  to  a  new  solution.  Unfortunately, 
many  schools  do  not  possess  the  expertise  or  resources  necessary  to  do  credible  re- 
search. However,  action-oriented  research  that  helps  develop  an  understanding  of  the 
nature  or  cause  of  a  health  problem  is  within  reach  by  means  of  the  following  simple 
techniques: 

►  Analyzing  occurrences  of  health  problems  by  mapping  them  geographically. 

►  Conducting  a  survey  of  individuals  affected  by  a  health  problem. 

►  Undertaking  a  community  survey. 

From  a  professional  development  perspective,  health  education  teachers  may  need  to 
reach  out  and  gain  the  active  participation  and  support  of  the  community.  Those  who 
have  not  lived  or  worked  with  people  culturally  different  from  themselves  may  have 
difficulty  dealing  with  diversity  and  adjusting  teaching  styles  for  being  effective.  Cul- 
tural conflicts  may  result  in  confusion,  anxiety,  and  resentment  among  students  and 
their  families.  Awareness  of  the  students'  cultural  background  helps  teachers  recog- 
nize conflicts  that  may  result  from  what  is  taught  in  school. 

The  following  competencies  will  help  health  education  teachers  understand  and  work 
with  communities: 


►  Knowledge  of  the  historical  and  current  socioeconomic  conditions  of  cultural 
groups. 

►  Knowledge  of  the  principles  of  community  structure  and  organization. 

►  Knowledge  of  social  change  processes. 

►  Skills  for  integrating  community  resources  into  the  comprehensive  school  health 
curricula. 

►  Skills  for  training  parents  and  other  community  members  to  become  effective  edu- 
cators. 

►  Skills  for  working  with  communities  to  assess  and  prioritize  health  education  needs. 

Leadership  and  Networking 

If  the  culture  of  the  community  is  not  clearly  understood  by  those  implementing  com- 
prehensive school  health  programs,  the  community  may  serve  to  prevent  health  infor- 
mation from  being  disseminated  as  planned.  Conversely,  the  community  can  serve  as  a 
resource  and  a  catalyst  for  internalization  of  health  information. 

Working  closely  with  the  community  can  increase  the  chances  that  the  message  a 
teacher  delivers  in  the  classroom  will  be  reinforced  in  the  community.  Teachers  re- 
sponsible for  delivering  health  messages  may  or  may  not  be  seen  as  a  credible  source 
of  health  information.  They  may  help  "bridge  the  gap"  between  themselves  and  the 
community  by  identifying  leaders  of  the  community  who  may  help  to  reinforce  mes- 
sages delivered  in  the  schools.  Examples  of  key  leaders  and  groups  who  can  be  edu- 
cated about  the  need  for  addressing  health  problems  more  effectively  include  the  fol- 
lowing: 


► 

Ministers/clergy 

► 

Medicine  men 

► 

Respected  elders 

► 

Church  social  groups 

► 

Local  political  leaders 

► 

Local  media  and  sports  personalities 

► 

School  teachers 

► 

Club  presidents 

Training  and  consultation  that  includes  education  about  the  nature  and  cause  of  the 
problem  that  has  been  identified,  approaches  other  groups  have  taken  to  address  it, 
legislation  or  funding  that  exists  to  remedy  it,  and,  most  important,  the  impact  of  the 
problem  on  the  community  can  be  instrumental  in  beginning  to  build  support  for  com- 
prehensive school  health  education. 

Another  effective  means  of  attracting  attention  and  marshaling  resources  to  attack  a 
health  problem  is  the  formation  of  community  coalitions.  A  coalition  can  perform  three 


functions  on  a  continuing  basis:  (1)  needs  assessment  for  all  aspects  of  comprehensive 
school  health  programs  (CSHP)  through  studies,  surveys,  and/or  subcommittee  task 
forces;  (2)  development,  in  conjunction  with  appropriate  school  and  community  per- 
sonnel, of  recommended  plans  of  action  in  response  to  these  needs;  and  (3)  evaluation 
of  the  processes  and  outcomes  associated  with  the  various  efforts  being  expended 
within  the  CSHP. 


Grass-roots  organizations,  social  service  agencies,  and  public  agencies  can  give  a  pro- 
gram the  legitimacy  that  is  derived  from  broad-based  support.  They  provide  a  vehicle 
for  bringing  together  multiple  school  and  community  health  professionals,  parents, 
students,  and  other  health-concerned  lay  public.  The  basic  purpose  may  be  to  serve  in 
a  health  program  advisory  capacity  to  the  school  board  and/or  chief  aclrninistrative 
personnel  within  the  school  system.  The  membership  mix  allows  sharing  of  concerns 
for  developing  a  well-informed  supportive  community  capable  of  rationally  responding 
to  controversial  health  issues.  In  turn,  this  may  leave  the  school  system  less  subject  to 
situations  which  would  either  unduly  limit  the  inclusion  of  necessary  health  instruc- 
tion or  unwisely  push  for  the  introduction  of  inappropriate  instruction.  Through  a 
broadly  representative  school/community  health  coalition,  the  working  relationships 
between  the  school  and  other  community  health  resources  may  be  greatly  enhanced. 


Conclusion 


The  purpose  of  this  chapter  has  been  to  illuminate  the  value  of  starting  the  process  of 
curriculum  development  with  diagnosis  of  the  community.  Establishing  a  clear  rela- 
tionship between  health  education  in  the  schools  and  the  quality  of  life  and  health 
concerns  of  the  community,  with  community  representatives  consulted  in  the  plan- 
ning process,  can  achieve  recognition  and  support  for  comprehensive  school  health 
programs. 

Awareness  of  the  cultural  issues  that  affect  students  can  assist  the  health  education 
teacher  in  being  sensitive  to  the  needs  of  the  student  in  terms  of  both  physical  and 
emotional  support.  Contacts  with  community  groups,  community  leaders,  and  mem- 
bers of  families  can  help  the  health  education  teacher  plan  appropriately  and  establish 
networks  for  communication  and  problem  solving. 


Chapter  6 


Integrating  Culture 
into  Health  Education 

"The  Swahili  word  'haramhe'  means  a 
coming  together —  not  just  physically, 
but  a  coming  together  of  spirit,  of  mind, 
and  on  a  common  ground. " 

— Shirley  Jackson,  U.S.  Dept.  of  Education 


Understanding  Health  Concepts  within  Cultural  Paradigms 

Comprehensive  school  health  instruction  is  designed  to  initiate,  reinforce,  or  modify 
the  health  knowledge,  attitudes,  and  skills  of  the  student.  Several  cultural  factors, 
such  as  family  values,  religious  beliefs,  health  practices,  and  communication  styles, 
affect  comprehensive  school  health  instruction.  The  health  education  process  will  be 
most  successful  and  health  messages  more  readily  accepted  if  they  do  not  conflict  with 
existing  cultural  values,  beliefs,  and  perceptions.  Where  appropriate,  messages  can 
acknowledge  existing  cultural  practices,  building  on  cultural  strengths  and  pride 
(Sancho,  1991). 

Working  with  and  respecting  students,  their  family,  and  their  community's  cultural 
paradigm  may  mean  the  difference  between  successful  and  unsuccessful  programs. 
Several  overarching  principles  offer  useful  guidelines  for  more  specific  strategies  for 
integrating  culture  into  the  health  education  process. 

►  Recognition  and  understanding  of  cultural  paradigms  is  vitally  important. 

►  The  principle  that  parents  are  the  constants  in  their  children's  lives  and  the  chief 
decision  makers  about  all  aspects  of  childrearing  may  need  to  be  expanded  so  that 
all  relevant  family  members  (culturally  defined)  are  considered  and  encouraged 
to  be  full  partners  in  the  process  when  primary  caregivers  so  desire.  Families  should 


be  recognized  as  the  source  of  relevant  and  unique  perspectives  and  insights  re- 
garding their  own  children  and  their  cultures. 
►  Cultural  errors  may  be  less  alienating  if  students  know  that  teachers  are  commit- 
ted and  sincere  in  their  efforts  to  provide  learning  opportunities  to  them  in  a  cul- 
turally acceptable  and  appropriate  manner.  Teachers  can  demonstrate  that  they 
are  willing,  indeed  eager,  to  learn  from  the  family  and  community  as  much  as  they 
are  willing  to  give  of  their  professional  expertise. 

The  content  focus  of  school  health  instruction  is  almost  unlimited.  The  School  Health 
Education  Study  (SHES)  applied  a  conceptual  approach  to  organizing  the  body  of 
knowledge  appropriate  to  the  field  of  health  education.  Ten  concepts  identified  in  the 
study  serve  as  generalized  focuses  toward  which  health-related  learning  is  directed. 
The  concepts  also  provide  guidelines  for  content  development. 

The  ten  concepts  are: 

1.  Growth  and  development  influences  and  is  influenced  by  the  structure  and  func- 
tioning of  the  individual. 

2.  Growing  and  developing  follows  a  predictable  sequence,  yet  is  unique  for  each 
individual. 

3.  Protection  and  promotion  of  health  is  an  individual,  community,  and  international 
responsibility. 

4.  The  potential  for  hazards  and  accidents  exists,  whatever  the  environment. 

5.  There  are  reciprocal  relationships  involving  people,  disease,  and  the  environment. 

6.  The  family  serves  to  perpetuate  individuals  to  fulfill  certain  health  needs. 

7.  Personal  health  practices  are  affected  by  a  complexity  of  forces,  often  conflicting. 

8.  Utilization  of  health  information,  products,  and  services  is  guided  by  values  and 
perceptions. 

9.  Use  of  substances  that  modify  mood  and  behavior  arises  from  a  variety  of  motiva- 
tions. 

10.  Food  selection  and  eating  patterns  are  determined  by  physical,  social,  mental, 
economic,  and  cultural  patterns. 

The  concepts  hold  constant,  yet  at  each  grade  level,  the  specific  objectives,  content, 
learning  activities,  teaching  materials,  and  evaluative  procedures  and  criteria  vary, 
dependent  on  the  unique  needs  and  interests  of  the  student,  the  family,  and  the  com- 
munity (Brown,  1981). 

Planning  Classroom  Strategies 

Basically,  health  education  strategies  in  the  classroom  are  grouped  under  three  major 
program  types:  (1)  the  affective  approach,  (2)  the  cognitive  approach,  and  (3)  the 
sociocultural  approach.  Each  learning  experience  that  occurs  includes  knowledge  (cog- 


nitive),  attitudinal  (affective),  and  skills  (sociocultural)  components.  There  is  a  focus 
on  learning  that  has  applicability  to  daily  living.  Information  sharing  is,  of  course,  an 
important  aspect  of  school  health  instruction.  However,  learning  experiences  that  are 
not  linked  to  the  promotion  of  positive  attitude  and  health-enhancing  skills  are  of  du- 
bious value. 

The  Effective  Approach 

In  the  affective  approach,  activities  place  an  emphasis  on  the  developmental  needs  of 
students  and  the  skills  necessary  to  cope  with  them.  Factual  information  is  secondary 
to  strategies  that  enhance  psychosocial  development  in  the  areas  of  self-worth,  per- 
sonal security,  decision  making,  behavioral  alternatives,  and  so  on. 

Deficiencies  of  the  approach  include: 

►  The  assumption  that  students  will  inevitably  develop  strong  positive  identities  and/ 
or  resistance  skills  after  exposure  to  a  curriculum.  To  learn  to  say  "no"  may  hardly 
be  adequate  for  those  who  cannot  say  no  because  of  issues  of  social  context  and 
consistency. 

►  The  question  of  whether  education  can  enhance  positive  identities  and  skills  with- 
out corresponding  changes  in  family  and  community  conditions. 

►  Its  assumptions  and  techniques  may  not  be  relevant  to  all  youth. 

The  Cognitive  Approach 

The  major  thrust  of  the  cognitive  approach  is  that  knowledge  will  motivate  youth.  This 
approach  has  been  subject  to  numerous  criticisms. 

►  There  is  no  assurance  that  knowledge  leads  to  attitude  and  behavior  change  ex- 
cept perhaps  in  modest  and  short-term  ways. 

►  Decisions  about  health  are  based  on  many  nonrational  factors  that  knowledge  will 
not  modify. 

►  Developmental  needs  often  override  and  run  counter  to  our  intellect,  reason,  and 
self-interest. 

►  It  involves  treatment  of  the  least  controversial  side  rather  than  the  more  value- 
laden  behavioral  dimensions. 

►  There  is  a  disproportionate  emphasis  on  knowledge  that  in  most  cases  lacks  rel- 
evance to  a  student's  immediate  life. 

There  are  several  cultural  features  which  may  exaggerate  these  deficiencies.  For  ex- 
ample, by  striving  to  be  culturally  free  in  interpretation  of  factual  data,  this  approach 
may  be  less  relevant. 


T 

The  Sociocultural  Approach 

From  the  sociocultural  perspective,  health  problems  are  accounted  for  in  a  large  mea- 
sure by  cultural  norms,  rituals,  and  sanctions.  The  aim  of  this  approach  is  to  influence 
environmental  forces.  One  strategy  is  at  the  macro  level  and  focuses  on  how  broad 
social  conditions  lead  to  health  problems.  This  level  is  referred  to  as  a  nonspecific 
strategy  in  that  it  deals  with  problems  indirectly.  It  is  reasoned  that  a  positive  change 
in  these  conditions  will  have  a  synergistic  effect  that  will  reduce  many  of  the  aberra- 
tions implicated. 

The  other  level  of  activity,  the  specific  strategy,  deals  directly  with  the  problem  by 
modifying  the  features  implicated.  One  strategy  is  an  emphasis  on  legislation.  Another 
is  to  encourage  an  ethos  of  responsible  behavior  and  emphasize  positive  choices.  This 
strategy  necessitates  a  thorough  analysis  of  the  custom  and  its  meaning  for  students 
and  how  this  custom  might  be  modified  in  order  to  diminish  its  debilitating  effects. 

The  sociocultural  strategy  has  gained  a  certain  preeminence  because  of  its  emphasis 
on  cultural  forces  and  their  effects  on  behavior.  Moreover,  it  developed  as  a  prevention 
paradigm  at  the  time  when  federal  agencies  were  taking  a  greater  interest  in  minority 
health  status. 

A  criticism  of  this  paradigm  is  that  there  is  an  overemphasis  on  nonspecific  strategies 
as  a  panacea  for  health  problems.  Some  view  this  approach  as  a  formula  for  inaction 
since  prevention  is  lost  in  the  big  picture  of  slowly  developing  economic  and  political 
change.  Evidence  of  health  problems  persisting  over  generations  despite  intervention 
efforts  (e.g.,  infant  mortality  in  urban  and  rural  poor  areas)  substantiates  this  analysis 
(Watts,  1989). 


Implementing  Classroom  Strategies 

Systematic  program  planning  and  evaluation  is  essential  if  health  education  is  to  attain 
validity  in  the  eyes  of  the  public  and  the  health  professionals  and  policy  makers  who 
scrutinize  its  worth.  Unless  they  have  well-defined  schemes  for  health  education  plan- 
ning, in  which  long-range  outcomes,  behavioral  objectives,  and  program  inputs  are 
clearly  defined  in  relation  to  each  other,  well-intended  health  educators  run  the  risk  of 
straying  into  ritualistic  and  questionable  health  education  practices.  Such  practices 
are  called  traps.  Some  examples  include: 

►  Teachers  may  become  so  involved  with  "doing"  health  education  that  they  lose 
sight  of  the  overall  goal  of  a  program.  It  is  easy  to  fall  into  the  trap  of  substituting 
activities  for  objectives.  Health  education  is  not  "doing"  activities  in  lieu  of  achiev- 
ing objectives.  For  example,  cultural  awareness  and  sensitivity  seem  to  be  the 
current  buzzwords.  As  health  educators,  we  can  become  trapped  in  cultural  aware- 


ness  and  sensitivity  activities,  rather  than  focusing  on  cultural  awareness  and  sen- 
sitivity as  a  goal.  While  the  activities  help  support  the  goal,  the  conduct  and  behav- 
ior of  the  teacher  is  probably  the  more  important  lesson. 

►  Teachers  may  behave  as  if  all  they  have  to  do  to  ensure  the  success  of  their  pro- 
grams is  to  pour  health  information  into  the  empty  minds  of  an  eagerly  awaiting 
student  population.  As  an  extension,  technologies  are  sought  that  will  transmit 
the  most  information  to  the  most  students  regardless  of  their  differing  knowledge, 
values,  beliefs,  attitudes,  and  perceptions.  The  answer  to  effective  health  educa- 
tion does  not  lie  entirely  in  the  quality  and  quantity  of  advanced  educational  tech- 
nology. 

►  Teachers  may  be  convinced  that  their  methods  are  the  most  effective  methods  for 
health  education.  There  is  nothing  inherently  superior  or  inferior  about  any  method 
of  education.  Each  has  potential. 

►  Teachers  may  assume  that  positive  outcomes  will  increase  proportionately  with 
more  time,  more  television  coverage,  more  media  equipment,  more  personnel,  or 
more  contacts.  More  may  not  be  better.  While  studies  show  that  the  more  stu- 
dents hear  a  message  the  more  likely  it  is  that  it  is  internalized,  evidence  also 
shows  that  sometimes  a  single  event  can  have  a  pivotal  impact  on  behavior  (Green, 
1980). 

Although  there  may  be  many  shortcomings  of  some  health  education  strategies,  there 
are  some  very  innovative  and  successful  health  education  efforts.  It  is  precisely  to 
build  on  the  successes  rather  than  to  repeat  the  failures  that  examples  of  specific 
strategies  are  addressed  below. 

Make  a  Commitment 

Health  education  teachers  can  demonstrate  their  commitment  to  serving  all  of  their 
students  and  their  families  by  developing,  circulating,  and  publicizing  a  statement  of 
that  commitment.  This  effort  may  help  to  establish  credibility.  The  statement  of  intent 
of  commitment  should  be  printed  in  all  relevant  languages  and  should  be  disseminated 
through  newspapers,  television  and  radio  stations,  and  other  media.  Small  language 
groups  should  not  be  ignored,  since  they  may  be  the  least  likely  to  be  aware  of  pro- 
grams (Anderson  &  Fenichel,  1989). 

Know  Your  Students 

In  order  to  serve  all  students,  the  health  education  teacher  needs  to  know: 


►    The  names  and  geographic  locations  of  families  and  their  race  and  ethnicity,  in- 
cluding what  specific  cultures  are  represented  (not  simply  "Hispanic,"  etc.); 


►  The  types  of  health  problems  the  population  has,  as  well  as  health  needs  docu- 
mented as  putting  children  at  risk  for  disease  that  may  be  prevalent  in  certain 
cultural  groups  (in  order  that  prevention  activities  may  be  considered); 

►  What  cultural  tendencies  surrounding  disease,  childrearing,  family  roles  and  rela- 
tionships, and  communication  styles  may  be  in  place;  and 

►  What  situational  variables,  such  as  socioeconomic  status,  geographic  location  and 
resultant  resource  availability,  and  residential  stability,  must  be  taken  into  account. 

One-time  assessments,  no  matter  how  extensive,  are  of  limited  usefulness;  data  collec- 
tion should  be  ongoing  so  that  programs  are  kept  up  to  date  and  in  touch  with  cultural 
shifts  and  tendencies  within  the  school.  In  addition  to  assessing  aspects  of  cultural 
diversity  and  the  needs  for  services,  health  education  teachers  should  identify  and 
compile  information  about  existing  and  culturally  derived  program  models. 

Health  education  teachers  may  employ  several  strategies  to  consider  the  health  needs 
and  interests  of  their  students  and  ensure  that  false  assumptions  about  students  are 
not  made. 

►  Ask  students  questions.  Asking  questions  will  give  the  teacher  a  baseline  from 
which  to  design  curriculum  and  begin  instruction.  Answers  will  reveal  the  stu- 
dents' most  urgent  concerns  and  their  misconceptions  about  health.  Asking  ques- 
tions helps  health  education  teachers  differentiate  between  interest  and  concerns 
of  students.  If  questions  are  explored  in  nonintrusive  and  nonthreatening  ways, 
the  health  education  curriculum  will  take  into  account  the  needs  and  interests  of 
the  learners  and  become  more  relevant. 

►  Drive  around  the  students'  neighborhood.  With  changes  in  school  populations  pro- 
jected for  this  decade,  it  is  important  that  health  education  teachers  make  contact 
with  the  populations  they  will  serve.  Health  education  teachers  should  become 
familiar  with  their  resources  and  their  contextual  environment. 

►  Engage  in  a  teacher  exchange  program.  A  health  education  teacher  exchange  pro- 
gram can  be  implemented  whereby  health  education  teachers  of  one  community 
exchange  places  with  teachers  of  another  community  for  a  week  or  so. 

►  Read  the  community  newspaper.  Keep  up  with  local  issues.  Pay  particular 
attention  to  the  strengths  of  the  community  and  what  positive  actions  people  are 
taking. 

►  Talk  to  the  school  nurse  and/or  counselor.  Health  education  teachers  need  to  dis- 
cover the  most  common  health  issues  among  the  students. 

►  Talk  to  the  public  health  personnel.  These  individuals  may  be  located  in  a  clinic  or 
hospital.  Ask  them  about  the  community's  health  issues. 

►  Participate  in  continuing  education.  Attend  workshops  and  read  books  and  ar- 
ticles on  issues  of  culture. 


Encourage  Family  Participation 


There  should  be  ample  opportunities  and  support  for  families  to  become  meaningfully 
involved  in  program  planning,  decision  making,  and  implementation.  Specific  strate- 
gies should  be  developed  to  assist  family  members  of  diverse  cultures  in  their  efforts 
to  carry  out  their  roles  in  planning  and  program  implementation.  Recommendations 
should  be  actively  sought  from  students'  families  about  ways  in  which  they  might  bet- 
ter be  served. 

When  preparing  lessons  and  talking  to  students  about  families,  remember  to: 

►  Stress  that  there  are  many  definitions  of  what  a  family  is.  Definitions  depend  on 
individual  experiences  and  ethnic  backgrounds. 

►  Present  and  validate  families  in  a  variety  of  forms.  Be  sure  to  include  the  different 
family  forms  of  all  the  children  you  work  with. 

►  Keep  in  mind  that  parenting  styles,  forms  of  discipline  and  expressions  of  affec- 
tion vary  within  various  families  according  to  their  ethnicity  and  culture. 

►  Emphasize  the  importance  of  the  family  as  a  source  of  support  and  encourage- 
ment. 

►  Be  aware  of  different  roles  and  expectations  children  might  feel  as  a  part  of  grow- 
ing up  male  or  female  in  their  families,  their  ethnic  culture  and  the  larger  culture 
in  which  they  interact.  Cultural  background  can  affect  one's  perception  and  expe- 
rience of  being  male  or  female. 

►  Be  aware  that  children's  families  may  be  experiencing  intergenerational  stress 
and  value  conflicts  among  members  if  grandparents,  parents  and  children  are  in- 
tegrating into  mainstream  society  at  different  levels. 

►  Encourage  communication  between  students  and  their  parents  to  help  overcome 
barriers. 

►  Support  the  active  involvement  of  parents  as  the  primary  values  educators  of  their 
children  (Matiella,  1991). 

Modify  Instruction 

Student  behaviors,  such  as  attention-getting  strategies,  ways  of  responding  to  ques- 
tions, and  ways  of  interacting,  are  examples  of  actions  that  are  influenced  by  cultural 
background.  Instructional  activities  are  better  for  students  when  they  parallel  the  con- 
text for  learning  found  in  their  cultures.  Teachers  can  consider  modifying  traditional 
direct  instruction  to  include  other  types  of  instruction  from  which  all  students  can 
benefit.  Some  factors  teachers  must  figure  into  this  include  acculturation  and  language, 
as  well  as  gender  and  learning  style. 

►  Determine  the  extent  to  which  the  literacy  tradition  of  the  home  and  culture  re- 
semble that  of  the  school.  If  there  is  a  strong  emphasis  in  the  culture  on  the  oral 


tradition,  then  knowledge  may  be  transmitted  through  verbal  usage  and  memori- 
zation. This  is  different  from  the  highly  literate  tradition  in  the  United  States  and 
presents  problems  if  the  teacher  expects  certain  types  of  classroom  interaction 
based  on  reading  text. 

►  In  general,  the  more  concrete  and  immediate  the  strategy,  the  more  effective  it 
will  be.  A  field  trip  is  far  more  memorable  and  interesting  than  a  classroom  discus- 
sion or  even  a  community  speaker. 

►  As  recent  immigrant  children  enter  classrooms  for  the  first  time,  they  may  experi- 
ence an  incongruence  in  the  ways  lessons  are  structured  for  completion.  This  in- 
congruence leads  to  a  cultural  mismatch.  For  example,  students  may  prefer  to 
practice  tasks  in  small  groups  or  individually  as  opposed  to  in  front  of  the  class. 

►  Incorporate  increased  student-student  interaction  and  active  participation  of  all 
class  members.  Remember  that  for  any  student  to  adapt  to  the  parameters  of  a 
lesson,  the  teacher  must  explain  the  rules  for  engagement.  One  must  not  assume 
all  students  will  know  how  to  engage  cooperatively.  Teachers  should  structure 
classroom  activities  that  call  for  a  variety  of  types  of  configurations  and  ways  of 
completing  tasks. 

►  Respect  for  authority  and  politeness  in  public  may  prevent  a  student  from  raising 
questions  about  a  teacher's  recommendations.  Teachers  may  need  to  ask  several 
times  if  there  are  any  questions  or  any  objections  to  their  recommendations. 

►  To  determine  how  well  the  message  is  understood  by  the  student,  teachers  may 
ask  the  student  to  repeat  the  instructions,  demonstrate  the  procedures,  or  sum- 
marize the  main  point  of  discussion. 

►  Limit  discussion  to  the  most  relevant  and  understandable  information. 

►  Teach  one  concept  at  a  time. 

►  Do  not  generalize.  Preferences  may  depend  upon  the  degree  of  acculturation  and 
length  of  time  students  have  lived  in  the  cultural  setting. 

Celebrate  Diversity 

Culture  is  an  important  aspect  of  teaching  school  health  education.  To  understand 
health  behavior  and  disease  patterns  in  different  cultures,  health  promotion  programs 
must  be  conceived  in  relation  to  the  health,  social,  economic,  educational,  and  cultural 
environment  within  a  community  and  school.  Multicultural  issues  need  to  be  included 
in  school  health  education  curricula.  Consider  the  following  suggestions: 

►  Students  should  learn  about  various  cultures. 

►  Students  should  explore  factors  that  influence  decision  making  among  various 
cultures. 

►  Students  should  learn  about  health-related  contributions  made  by  various  cul- 
tures. 

►  Students  should  confront  their  own  misconceptions  about  various  cultures. 


►  Students  should  learn  about  how  nonhealth  problems,  such  as  poverty,  racial 
discrimination,  and  poor  housing,  affect  health  status. 

►  Students  should  plan  class  activities  aimed  at  improving  health. 

Students'  ability  to  integrate  their  personal  and  cultural  aspects  is  a  valuable  skill  for 
change.  Modeling  the  integration  of  content  about  the  contributions  of  various  cul- 
tures is  vital  for  health  education  teachers  because  it  can  demonstrate  effective  ways 
of  using  health  information  within  the  classroom.  For  many  students  this  may  be  the 
first  opportunity  they  have  had  to  be  exposed  to  others'  national  heroes,  heroines, 
events,  notable  contributions,  and  theories.  Teachers  may  seek  recommendations 
from  agencies  that  provide  services  to  specific  populations,  e.g.,  tribal  councils,  urban 
leagues,  etc. 


Summary 


Cultural  variables  may  affect  the  delivery  of  health  information  to  a  significant  degree 
and  should  be  considered  when  designing  a  comprehensive  school  health  program. 
Although  some  similarities  do  exist  within  or  between  groups,  differences  should  be 
examined  for  their  potential  impact  on  the  design  and  implementation  of  a  health 
education  program. 

Higher  rates  of  the  incidence  and  prevalence  of  certain  health  conditions  for  some 
populations  is  a  compelling  reason  to  identify  ways  in  which  health  status  can  be 
improved  through  health  education  interventions.  Six  priority  areas  contribute 
significantly  to  the  disparity  in  health  status:  cancer,  heart  disease  and  stroke,  infant 
mortality,  diabetes,  homicide  and  unintentional  injuries,  and  chemical  dependency. 
Data  have  clearly  illustrated  that  each  of  these  areas  has  components  or  controllable 
risk  factors  that  are  amenable  to  health  education  efforts  (Secretary's  Task  Force  on 
Black  and  Minority  Health,  1985). 

Comprehensive  school  health  education  should  include  interventions  aimed  at  improving 
the  awareness  of  students  and  communities  about  controllable  risk  factors  associated 
with  the  causes  of  excess  death  and  disability.  Health  education  activities  should  fos- 
ter the  development  of  lifestyles  that  maintain  and  enhance  the  state  of  health  and 
well-being  as  well  as  increase  public  and  professional  awareness  of  risk  factors  that 
affect  health  status. 

Above  all,  the  educator  must  understand  the  critical  problem,  the  likely  delivery  mecha- 
nisms, and  the  strategies  for  implementation.  Because  so  many  factors  can  enhance  or 
impede  the  effectiveness  of  a  health  education  strategy,  it  is  important  to  consider  the 
factors  that  contribute  to  making  a  health  message  and  its  dissemination  special  for  a 
given  population.  Such  factors  might  include  demographic  parameters,  the  family's 
values  and  beliefs,  the  student's  perceptions  in  regard  to  engaging  in  a  specific  health 
action,  the  channels  available  for  communication,  and  the  influence  of  community  lead- 
ers and  groups. 


Differences  in  health  status  underscore  the  importance  of  providing  health  education 
for  all  youth;  however,  consensus  has  not  been  reached  on  how  best  to  develop  health 
education  programs  and  strategies,  how  to  effect  change,  and  how  to  disseminate  these 
strategies.  Therefore,  efforts  need  to  be  expanded  or  initiated  to  elucidate  those  fac- 
tors that  contribute  to  the  design,  implementation,  and  diffusion  of  successful  health 
education  strategies  to  meet  the  needs  of  all  students. 


Appendix  A 


Historical  and 
Ethnographic 

Profiles 

Introduction 

Certain  population  groups  experience  above  average  incidences  of  death,  disease,  and 
disability.  These  population  groups  include  people  with  low  incomes,  people  who  are 
members  of  some  racial  and  ethnic  minority  groups,  and  people  with  disabilities.  Healthy 
People  2000  set  specific  targets  for  controlling  some  of  the  risk  factors  that  contribute 
to  the  disease  burden  of  these  groups.  Special  population  groups  may  need  targeted 
preventive  efforts,  and  such  efforts  require  understanding  the  needs  and  the  particu- 
lar disparities  experienced  by  these  groups. 

This  section  provides  profiles  of  one  population  group  addressed  in  Healthy  People 
2000,  specifically,  racial  and  ethnic  minority  groups.  It  is  important  for  educators  to 
keep  in  mind,  that  while  members  of  a  group  share  cultural  characteristics,  each  stu- 
dent should  also  be  seen  as  an  individual  with  unique  interpersonal  skills  and  needs. 
Although  cultural  frameworks  suggest  important  tendencies  and  possibilities,  a  student's 
unique  characteristics  and  experiences  must  also  be  understood.  These  profiles  should 
be  used  as  a  guide  to  inquiry  only. 

A  Word  About  Terminology 

The  term  "minority"  is  frequently  misunderstood  and  misused.  It  is  not  a  technical 
term.  Some  may  prefer  to  use  other  terms,  such  as  "people  of  color,"  or  "emerging 
majority." 

To  some,  a  minority  group  need  be  neither  a  minority  nor  a  group.  The  term  is  used  to 
refer  to  categories  of  people  who  can  be  identified  by  a  sizable  segment  of  the  popula- 
tion as  objects  for  prejudice  or  cuscrimination.  Thus,  a  minority  group  may  be  defined 


as  any  recognizable  racial  or  ethnic  group  in  a  community  that  suffers  some  disadvan- 
tage due  to  prejudice  or  discrimination. 

Others  regard  the  term  as  a  political  rather  than  a  numerical  concept.  As  such,  it  may 
be  used  to  refer  to  majorities  rather  than  minorities  (e.g.,  blacks  in  South  Africa,  even 
though  they  constitute  more  than  half  of  the  population). 

The  term  minority  is  used  in  this  guide  to  designate  a  group  that  is  less  than  half  of  a 
specified  population  and  differentiated  by  cultural,  ethnic,  linguistic,  national,  and  ra- 
cial characteristics.  The  focus  is  on  four  populations,  Asian  and  Pacific  Islander  Ameri- 
cans, African  Americans,  Hispanics,  and  Native  Americans.  All  four  have  certainly 
experienced  prejudice  or  discrimination  in  various  degrees  and  in  different  contexts, 
and  all  are  numerical  minorities.  The  names  for  these  four  populations  are  used  be- 
cause of  their  wide  acceptance  by  service  providers  and  data  collection  agencies.  No 
disrespect  or  exclusion  of  persons  is  intended. 


Disparities  in  Minority  Health  Status 

A  compelling  disparity  of  most  minority  groups  in  the  United  States  is  socioeconomic. 
Poverty  and  near-poverty  appear  as  underlying  elements  of  many  health  problems 
experienced  by  these  groups.  But  if  the  socioeconomic  effects  are  set  aside,  disparities 
experienced  by  these  population  groups  will  still  be  observed  (Healthy  People  2000, 
1990).  Simply  put,  some  differences  in  survival  and  health  are  not  solely  explained  by 
poverty  or  other  environmental  factors  (Council  on  Ethical  and  Judicial  Affairs,  1990). 
For  that  reason  disparities  are  assessed  not  only  in  terms  of  income  level  and  educa- 
tional attainment,  but  also  in  terms  of  the  nation's  racial  and  ethnic  minority  groups. 
Even  though  the  shared  characteristic  of  economic  disadvantage  among  minorities 
suggests  the  possibilities  of  common  approaches  for  achieving  improved  health,  diver- 
sity within  and  among  minorities  necessitates  activities,  programs,  and  data  collection 
tailored  to  meet  their  health  needs. 

Current  studies  reflect  both  mortality  and  morbidity  disparities  linked  to  membership 
in  certain  racial  and  ethnic  groups.  The  extent  of  the  disparities  suffered  by  minority 
groups  in  the  United  States  has  been  documented  in  several  reports,  including  the 
Report  of  the  Secretary's  Task  Force  on  Black  and  Minority  Health.  One  such  dis- 
parity noted  in  this  report  is  in  the  mortality  rates  between  minority  and  nonminority 
populations  in  the  United  States.  Many  of  the  identified  behavioral  and  environmental 
risk  factors  associated  with  the  causes  of  excess  deaths  among  minorities  can  be  con- 
trolled. Schools  can  contribute  toward  reducing  this  disparity  by  educating  students 
about  the  risk  factors  for  the  areas  identified  as  having  the  greatest  impact  on  minority 
health. 


A  mortality  model  only  tells  the  beginning  and  the  end  of  a  population's  health  status 
story.  It  is  a  morbidity  model  of  health  status  that  describes  the  quality  of  life  for  a 
given  community.  Health  status  measures  include  self-assessed  health,  number  of  phy- 
sician and  dentist  visits,  number  of  hospital  admissions  and  ambulatory  care  use.  Analy- 
sis of  these  measures  indicates  that  minorities  are  underrepresented  as  beneficiaries 
of  preventive  health  care.  Health  education  may  be  effective  in  increasing  public  aware- 
ness about  actions  individuals  and  communities  can  take  to  enhance  personal  health. 


Limitations  of  Health  Data 

Data  collection  is  a  key  component  to  a  comprehensive  needs  assessment.  Health  edu- 
cators need  to  be  knowledgeable  and  skilled  in  collecting  current  data  from  credible 
sources.  In  this  connection,  it  is  necessary  to  point  to  two  caveats  that  limit  the  follow- 
ing profiles  and  pose  major  challenges  to  this  process. 

First,  data  are  limited.  Except  where  indicated,  data  for  the  following  profiles  were 
obtained  from  surveys  conducted  by  the  U.S.  Census  Bureau  and  the  National  Center 
for  Health  Statistics  between  1990  and  1993.  Due  to  data  limitations,  however,  some 
statistics  may  be  missing  or  misleading.  Mortality  and  morbidity  data  are  not  collected 
in  a  uniform  manner  throughout  the  United  States.  In  addition,  data  are  usually  not 
recorded  for  subgroups  within  minority  groups  as  a  whole.  Finally,  sample  sizes  of 
minorities  in  surveys  tend  to  be  insufficient  to  obtain  an  accurate  picture  of  disparities 
in  health  compared  to  nonminorities.  Inadequacies  in  data  collection  practices,  such 
as  inconsistent  recording  of  some  ethnic  identifiers,  overaggregation  of  minority  data, 
and  insufficient  representation  of  minorities  in  national  surveys  are  areas  needing  im- 
provement (Secretary's  Task  Force  on  Black  and  Minority  Health,  1985,  p.  33). 

Second,  the  minority  groups  themselves  are  extremely  heterogeneous.  Whether  the 
group  is  denned  as  Asian  and  Pacific  Islander  American,  African  American,  Hispanic, 
or  Native  American,  the  variations  within  each  group  are  extensive.  While  there  are 
many  commonalities  among  subgroups,  they  are  historically,  racially,  linguistically, 
culturally,  and  demographically  diverse.  Generalizations,  which  characterize  popula- 
tion profiles  by  definition,  are  dangerous  because  the  exceptions  are  many. 

With  these  two  caveats  in  mind,  profiles  of  minority  groups  can  be  used,  together  with 
those  that  address  age  groups,  to  provide  the  human  context  for  health  education 
strategies  discussed  in  these  guidelines. 


Social  Characteristics  of  Minority  Populations 


Among  the  many  factors  presumed  to  influence  minority  health  status  in  the  United 
States  today,  four  social  characteristics  are  believed  to  be  especially  significant:  (1) 
demographic  profiles,  (2)  nutritional  status  and  dietary  patterns,  (3)  environmental 
and  occupational  exposures,  and  (4)  stress  and  coping  patterns  (Secretary's  Task  Force 
on  Black  and  Minority  Health,  1985). 

The  demographic  profiles  of  Asian  and  Pacific  Islander  Americans,  African  Americans, 
Hispanics,  and  Native  Americans  differ  considerably  from  those  of  the  nonminority 
populations.  Marked  differences  also  exist  among  the  four  groups  and  within  each 
group.  For  example,  native-born  versus  foreign-born  status,  age  at  time  of  immigra- 
tion, and  degree  of  acculturation  are  important  variables  within  the  Asian  and  Pacific 
Islander  American  and  the  Hispanic  populations.  Dietary  patterns  and  practices  are 
group-specific  and  fluctuate  with  the  extent  to  which  immigrants  have  adopted 
nonminority  eating  habits  and  food  preferences  (Secretary's  Task  Force  on  Black  and 
Minority  Health,  1985). 

Because  high  percentages  of  minorities  are  city  dwellers,  with  high  concentrations 
living  in  the  inner  cities,  they  are  exposed  to  a  relatively  greater  number  of  environ- 
mental hazards,  including  pollution,  traffic  hazards,  substandard  and  overcrowded 
housing,  and  crime.  Occupational  risks  faced  by  minorities  are  higher  than  those  con- 
fronting nonminority  group  members  because  a  higher  proportion  of  minority  indi- 
viduals are  employed  in  positions  that  potentially  present  greater  levels  of  exposure  to 
environmental  risks,  such  as  physical  and  mental  stressors  and  toxic  substances 
(Secretary's  Task  Force  on  Black  and  Minority  Health,  1985). 

Finally,  the  unique  patterns  of  exposure  to  stressors  and  ways  of  dealing  with  stress 
and  adversity  in  minority  groups  may  play  a  crucial  role  in  health  outcome.  An  increas- 
ing body  of  research  suggests  that  the  ways  an  individual  copes  with  stress  and  the 
resources  available  to  resolve  stressful  situations,  rather  than  the  stressor  itself,  play 
the  more  important  role  in  health  outcome.  In  some  minorities,  traditional  folk  beliefs 
and  culturally-specific  family  patterns  may  affect  their  ability  to  withstand  social,  eco- 
nomic, and  psychological  stressors  (Secretary's  Task  Force  on  Black  and  Minority 
Health,  1985). 

The  following  profiles  outline  some  of  the  demographic  data,  nutritional  and  dietary 
patterns,  environmental  and  occupational  risks,  and  behavior  patterns  that  may  influ- 
ence the  health  status  of  minorities  in  the  United  States.  Although  the  data  on  social 
characteristics  of  minorities  are  compared  with  those  of  nonminorities,  each  minority 
is  discussed  separately  with  few  comparisons  to  the  other  minority  populations. 


Minority  Health  Status  Indicators 


Differences  in  mortality  and  morbidity  between  minorities  and  nonminorities  suggest 
the  existence  of  health  problems  among  certain  segments  of  the  population.  Although 
life  expectancy  summarizes  the  overall  differences  in  specific  causes  of  death  and  ill- 
ness among  various  groups  in  the  United  States,  one  must  go  beyond  life  expectancy 
data  and  investigate  more  fully  the  magnitude  of  the  disparity  in  health  status  of  mi- 
nority groups  compared  with  nonminorities — and  its  causes.  Consequently,  the  aim  is 
to  examine  and  identify  appropriate  indices  to  measure  the  various  disparities,  iden- 
tify the  leading  causes  of  death  and  their  ramifications  within  each  minority  group, 
examine  indicators  of  disease  and  health  status  for  minority  groups,  and  review  the 
socioeconomic  correlates  of  these  factors.  Based  on  this  investigation,  one  can  suggest 
approaches  for  reducing  the  identified  disparities. 

In  addition  to  life  expectancy,  two  other  indices  may  be  used  to  summarize  mortality 
disparities  within  minority  populations:  (1)  excess  deaths  and  (2)  relative  risk  of  death. 
Excess  deaths  and  relative  risk  are  statistics  which  may  be  used  to  present  death  rates 
for  minority  groups  as  compared  to  nonminority  groups. 

"Excess  deaths"  are  sometimes  referred  to  as  "observed  minus  expected  deaths"  (when 
expected  deaths  are  based  on  the  death  rate  of  the  nonminority  population).  The  mea- 
sure of  excess  deaths  depends  on  differences  in  death  rates  between  the  minority  and 
nonminority  populations.  It  specifies  the  actual  deaths  in  a  minority  group  attributable 
to  these  differences.  Further  analysis  can  identify  excess  deaths  by  specific  cause  and 
by  age  and  sex  group. 

The  number  of  observed  excess  deaths  also  depends  on  the  size  of  the  minority  popu- 
lation and  the  number  of  total  deaths.  To  account  for  the  difference  in  size  of  the 
population,  the  "relative  risk"  of  death  is  used.  "Relative  risk"  is  the  ratio  of  the  minor- 
ity death  rate  to  the  nonminority  death  rate.  Relative  risk  also  can  be  calculated  for 
specific  causes  of  death  and  for  each  age  and  sex  group. 

When  the  disparity  in  death  rates  between  minorities  and  nonminorities  is  explored  by 
disease  category,  by  analyses  of  relative  risk  of  death  for  the  different  disease  catego- 
ries, and  analyses  of  excess  deaths,  it  may  be  observed  that  four  of  every  five  excess 
deaths  among  minorities  result  from  six  causes.  These  causes  are:  cancer,  heart  dis- 
ease and  stroke,  infant  mortality,  diabetes,  homicide  and  unintentional  injuries,  and 
chemical  dependency. 

Risk  factors,  the  characteristics  of  individuals  that  are  associated  with  the  occurrence 
of  health  problems,  are  used  as  morbidity  indices.  Their  identification  elucidates  pos- 
sible etiologic  factors  for  a  disease,  identifies  individuals  or  populations  likely  to  expe- 
rience health  problems,  institutes  early  preventive  measures,  and  identifies  groups  on 
whom  preventive  or  educational  interventions  can  be  concentrated. 


The  risk  factors  responsible  for  the  mortality  disparity  between  minority  and 
nonminority  populations  are  complex.  Health  status  is  influenced  by  the  interaction  of 
physiological,  cultural,  psychological,  and  societal  factors  that  are  poorly  understood 
for  the  general  population  and  even  less  so  for  minorities.  For  the  most  part,  identify- 
ing risk  factors,  defining  risk  status  (whether  a  person  is  at  high  or  low  risk  for  a  health 
problem),  establishing  risk  profiles  (distribution  of  risk  status  in  a  population),  and 
following  trends  in  risk  patterns  can  be  accomplished  by  well-designed  epidemiologic 
studies.  The  impact  of  behavioral,  physiological,  and  environmental  factors  also  can  be 
assessed  in  such  studies. 

Finally,  certain  minority  groups  have  a  more  favorable  health  status  for  certain  condi- 
tions or  have  reduced  all-cause  mortality.  Studies  of  populations  at  low  risk  for  certain 
diseases  also  will  add  to  understanding  the  relationship  of  risk  factors  to  disease. 

(This  section  on  health  status  indicators  is  adapted  from  the  Report  of  the  Secretary's 
Task  Force  on  Black  and  Minority  Health,  1985.) 


Profile  of  Asian  and 
Pacific  Islander  Americans 


History 

►  The  1990  Census  was  the  first  one  to  include  a  separate  category  for  Asian  and 
Pacific  Islander  Americans  (U.S.  Census  Bureau).  The  label,  Asian  and  Pacific  Is- 
lander, is  used  for  bureaucratic  convenience.  The  diversity  that  characterizes  the 
Asian  and  Pacific  Islander  Americans  is  striking. 

►  The  major  Asian  and  Pacific  Islander  American  subcultures  for  which  U.S.  Census 
Bureau  data  are  collected  include  Chinese,  Japanese,  Koreans,  Filipinos,  Asian 
Indian,  Vietnamese,  Hawaiian,  Samoan,  Guamanian,  and  Other  Asian  and  Pacific 
Islander  Americans.  The  "Other"  category  includes  Cambodian,  Hmong,  Laotian, 
Thai,  Bangladeshi,  Burmese,  Indonesian,  Malayan,  Okinawan,  Pakistani  and  Sri 
Lankan,  Tongan,  Tahitian,  Northern  Mariana  Islander,  Palauan,  and  Fijian  (U.S. 
Census  Bureau). 

►  Approximately  three-quarters  of  Asian  and  Pacific  Islander  Americans  are  immi- 
grants, mostly  from  Southeast  Asia,  and  many  of  them  are  refugees.  A  small  pro- 
portion are  either  immigrants  from  South  Pacific  islands  or  Native  Hawaiians 
(Healthy  People  2000).  Significant  difference  is  related  to  immigration  patterns. 
Some  groups,  such  as  the  Japanese  and  the  "old"  Chinese,  have  been  in  the  United 
States  for  over  100  years  (U.S.  Census  Bureau).  The  "new"  Chinese  immigrant, 
the  Koreans,  Filipinos,  and  the  Vietnamese  are  newcomers.  This  immigration  his- 
tory has  resulted  in  internal  stratification  distinguished  by  relatively  clear  age- 
generational  lines  (Watts  &  Wright,  1989). 

►  Although  located  geographically  in  Asia,  the  Filipinos'  historical  background  in- 
cludes long  years  of  Spanish  and  American  control. 

Population  Dynamics 

►  Asian  and  Pacific  Islander  Americans  number  approximately  7  million  and  com- 
prise 2.9%  of  the  total  population  in  the  United  States  (U.S.  Census  Bureau). 

►  Asian  and  Pacific  Islander  Americans  comprise  the  nation's  third  largest,  and  fast- 
est growing,  minority  group.  The  number  of  Asian  and  Pacific  Islander  Americans 
increased  107.8%  between  1980  and  1989  (U.S.  Census  Bureau). 

►  Chinese  Americans  comprise  the  largest  subgroup,  followed  by  the  Filipinos,  and 
then  the  Japanese  (U.S.  Census  Bureau). 


►  The  median  age  of  the  Asian  and  Pacific  Islander  population  is  28.7  years.  This  is 
higher  than  that  of  the  other  three  largest  minority  groups  but  still  lower  than  the 
median  age  of  the  nonminority  group  (Secretary's  Task  Force  on  Black  and  Minor- 
ity Health). 

►  Asian  and  Pacific  Islander  American  females  have  the  highest  life  expectancy  of 
any  group  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  The  age-adjusted  mortality  rate  is  3.2  deaths  per  1,000  population  (Secretary's 
Task  Force  on  Black  and  Minority  Health) . 

►  The  birth  rate  of  the  Asian  and  Pacific  Islander  American  population  is  69.6  as 
compared  with  70.9  for  the  overall  population  (National  Center  for  Health  Statis- 
tics, 1990). 

►  Only  12.7%  of  Asian  and  Pacific  Islander  American  households  are  headed  by 
women.  This  is  less  than  the  nonminority  rate  (U.S.  Census  Bureau). 

Geography 

►  During  the  last  decade,  the  Asian  and  Pacific  Islander  population  increased  by  at 
least  40%  in  every  state  except  Hawaii  where  the  growth  rate  was  only  17%  (U.S. 
Census  Bureau). 

►  California  has  the  largest  Asian  and  Pacific  Islander  population.  California's  Asian 
and  Pacific  Islander  American  population  rose  127%  between  1980  and  1990.  Two 
other  states  had  populations  of  500,000  or  more  Asian  and  Pacific  Islander  Ameri- 
cans in  1990:  New  York  and  Hawaii.  Thirteen  states  had  populations  of  100,000  or 
more  in  1990,  up  from  seven  in  1980.  They  were:  California,  New  York,  Hawaii, 
Texas,  Illinois,  New  Jersey,  Washington,  Virginia,  Florida,  Massachusetts,  Mary- 
land, Pennsylvania,  and  Michigan  (U.S.  Census  Bureau). 

Socioeconomic  Status 

►  The  median  educational  level  of  Asian  and  Pacific  Islander  Americans  is  quite  similar 
to  that  of  the  general  population.  Three  out  of  four  have  completed  high  school, 
and  approximately  one  out  of  three  holds  a  college  degree  (Secretary's  Task  Force 
on  Black  and  Minority  Health). 

►  The  median  income  of  Asian  and  Pacific  Islander  Americans  is  $42,245;  higher 
than  that  of  the  overall  United  States  population  of  $35,353.  However,  income 
differs  substantially  among  the  subgroups:  it  is  highest  among  those  from  Japan 


and  lowest  by  far  among  the  Vietnamese.  The  percentage  of  Asian  and  Pacific 
Islander  Americans  living  below  the  poverty  level  is  12.2%.  However,  Asian  adults 
often  share  a  household,  thereby  inflating  the  reported  "family"  income.  As  a  re- 
sult, the  true  extent  of  poverty  among  Asian  and  Pacific  Islander  Americans  may 
often  be  masked  (U.S.  Census  Bureau). 

►  The  unemployment  rate  for  the  overall  Asian  and  Pacific  Islander  population  stands 
at  6.3,  which  is  quite  similar  to  that  of  the  nonminority  rate  of  6.0  (U.S.  Census 
Bureau). 


Nutritional  Status  and  Dietary  Practices 

►  The  primary  source  of  calories  for  many  Asian  and  Pacific  Islander  Americans  is 
rice.  The  varieties  of  rice  used  and  the  techniques  of  preparation,  however,  are 
diverse  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Consumption  of  vegetables,  fruits,  fish,  and  shellfish  is  relatively  higher,  but  intake 
of  animal  protein  is  relatively  lower,  than  that  of  the  nonminority  population 
(Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Dairy  products  are  used  much  less  frequently;  the  traditional  sources  of  calcium  in 
the  Asian  and  Pacific  Islander  diet  are  from  soybean  curd,  sardines,  or  green  leafy 
vegetables  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  With  acculturation,  adaptation  of  the  traditional  Asian  and  Pacific  Islander  Ameri- 
can diet  to  the  foods  most  readily  available  in  the  United  States  generally  involves 
increasing  the  proportion  of  caloric  intake  coming  from  animal  protein,  fats,  and 
refined  sugar.  Intakes  of  complex  carbohydrates  and  cholesterol  increase,  while 
fiber  intake  decreases.  Such  changes  are  reflected  in  the  higher  weight  and  in- 
creased rate  of  coronary  disease  among  Asian  and  Pacific  Islanders  in  the  United 
States  compared  with  cohorts  in  their  countries  of  origin  (Secretary's  Task  Force 
on  Black  and  Minority  Health) . 

►  Many  foods  in  the  Asian  and  Pacific  Islander  American  diet,  such  as  salted  and 
pickled  vegetables,  soy  sauce,  meat  and  fish  pastes,  and  fermented  soy  bean  curd, 
are  high  in  sodium  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Growth  stunting  may  affect  as  many  as  one-third  of  the  children  between  two  and 
five  years  of  age;  however,  data  are  insufficient  to  determine  if  this  is  true  and  if  it 
has  health  consequences  for  Asian  and  Pacific  Islander  Americans.  Low  weight  for 
height  is  not  a  problem.  Obesity,  a  notable  health  risk  among  other  minority  groups, 
is  not  common  among  Asian  and  Pacific  Islander  Americans  (Secretary's  Task  Force 
on  Black  and  Minority  Health) . 


Environmental  and  Occupational  Exposures 


►  58%  of  Asian  and  Pacific  Islander  American  women  are  in  the  workforce. 
(Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Although  there  are  relatively  larger  numbers  of  Asian  and  Pacific  Islander  Ameri- 
cans employed  in  white-collar  positions,  a  disproportionate  number  are  engaged 
in  jobs  that  are  substantially  below  their  educational  levels.  Taking  into  account 
both  men  and  women,  19%  of  Chinese,  15%  of  Japanese,  and  14%  of  Filipinos 
have  professional  occupations,  compared  with  13%  of  nonminorities.  At  the  same 
time,  19%  of  Chinese,  17%  of  Filipinos,  and  13%  of  Japanese  workers  have  service 
occupations,  compared  with  11%  of  nonminorities  (Secretary's  Task  Force  on  Black 
and  Minority  Health). 

►  Recently  arrived  refugees  constitute  a  specific  subset  within  the  larger  Asian  and 
Pacific  Islander  American  population  that  may  vary  considerably  from  the  demo- 
graphic patterns  currently  reported  for  more  established  groups.  Their  unemploy- 
ment rate  and  poverty  rate  are  much  higher  than  other  Asian  and  Pacific  Islander 
American  groups  and  nonminorities.  Furthermore,  because  many  of  these  new- 
comers speak  little  or  no  English,  they  often  are  forced  to  seek  employment  in 
positions  with  a  disproportionate  number  of  occupational  hazards  or  in  low-level 
service  areas  (Secretary's  Task  Force  on  Black  and  Minority  Health). 


Stress  and  Coping  Patterns 

►  Many  Asian  and  Pacific  Islander  Americans  pride  themselves  on  their  indepen- 
dence and  self-sufficiency.  Consequently,  some  may  be  particularly  reluctant  to 
seek  health  services  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  In  some  Asian  countries,  the  ability  to  control  the  expression  of  feelings  is  often 
felt  to  be  a  sign  of  refinement  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  The  family  is  very  important  to  many  Asian  and  Pacific  Islander  Americans,  and 
some  believe  that  seeking  help  outside  the  family  is  a  sign  of  weakness  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  Some  Asian  and  Pacific  Islander  Americans  consult  traditional  healers,  such  as 
acupuncturists  and  herbalists,  or  use  traditional  remedies  as  supplements  to  other 
western  medical  care  sources.  However,  the  extent  of  use  is  unknown  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 


Health  Indicators 


►  An  adequate  depiction  of  the  health  of  Asian  and  Pacific  Islander  Americans  is 
constrained  because  data  cannot  be  stratified  by  subgroups.  Many  national  data 
systems  are  unable  to  make  estimates  of  this  minority  population  because  of  its 
small  size.  This  prevents  accurate  assessment  of  the  leading  causes  of  death,  dis- 
ease, and  disability.  From  local  studies,  however,  it  is  possible  to  recognize  certain 
diseases  as  posing  higher  than  normal  risks  for  specific  Asian  and  Pacific  Islander 
Americans.  Most  of  the  studies  are  based  in  California,  which  has  the  largest  Asian 
and  Pacific  Islander  population.  Generalizations  from  local  studies  may  be  inaccu- 
rate and  misleading  due  to  the  profound  differences  among  Asian  and  Pacific  Is- 
lander American  groups  (Healthy  People  2000). 

►  Disparities  in  rates  of  cancer  exist  for  several  subgroups  and  selected  cancer  sites 
{Healthy  People  2000). 

►  The  two  infectious  diseases  that  have  followed  immigrant  Asian  and  Pacific  Is- 
lander American  population  subgroups  to  this  country  are  tuberculosis  and  hepa- 
titis B.  Tuberculosis  is  still  the  leading  cause  of  death  in  some  Asian  countries  and 
has  become  a  serious  health  problem  in  some  Asian  communities  in  large  Ameri- 
can cities.  Hepatitis  B  is  associated  with  chronic  liver  disease,  cirrhosis,  and  liver 
cancer  (Healthy  People  2000). 

►  Among  the  risk  factors  of  greatest  concern  is  smoking.  Among  California  immi- 
grant groups,  smoking  rates  among  men  are  92%  for  Laotians,  71%  for  Cambodi- 
ans, and  65%  for  Vietnamese,  compared  to  30%  for  the  overall  American  popula- 
tion (Healthy  People  2000). 


Profile  of  African  Americans 


History 

►  The  term  African  American  is  evolutionary.  Previous  terminology  has  included 
Negro,  Colored,  Black,  and  Afro  American.  African  American  is  the  term  which 
recognizes  the  heritage  and  country  of  origin  and  is  currently  most  widely  ac- 
cepted. 

►  Although  African  Americans  are  very  much  a  genetic  and  cultural  blend  of  Afri- 
can, Native  American,  and  European  backgrounds,  much  of  the  cultural  ways  can 
be  traced  to  their  African  heritage  (Watts  &  Wright,  1989). 

►  The  first  African  Americans  entered  the  United  States  in  slave  ships  from  West 
Africa,  against  their  will  and  in  bondage,  to  establish  a  labor  pool  for  European 
settlers.  Ever  since  the  Founding  Fathers  reached  their  famous  "compromise" 
declaring  a  slave  the  equivalent  of  3/5  of  a  person,  the  African  American  popula- 
tion has  had  a  less-than-equal  standing  in  relation  to  the  majority  of  Americans. 
Over  the  last  two  centuries,  the  struggle  for  equality,  even  in  a  nation  pledged  to 
that  ideal,  has  proven  long,  hard,  and  in  many  cases  intractable,  as  so  many  con- 
temporary facts  and  figures  make  all  too  evident.  The  African  American  popula- 
tion continues  to  reap  the  effects  of  two  centuries  of  slavery  and  one  of  institution- 
alized segregation. 

Population  Dynamics 

►  African  Americans  number  approximately  30  million  in  the  United  States  and  com- 
prise 12.1%  of  the  total  population  (U.S.  Census  Bureau). 

►  African  Americans  are  the  nation's  largest  minority  group.  Between  1980  and  1989, 
the  number  of  African  Americans  in  the  United  States  increased  13.2%,  an  in- 
crease twice  that  of  the  White  population  (U.S.  Census  Bureau). 

►  In  1989,  the  median  age  of  African  Americans  was  27.7,  about  6  years  below  the 
White  population  of  33.6.  Other  indications  of  the  youthful  nature  of  the  African 
American  population  are  the  proportion  over  65  (8%)  and  the  percentage  under 
18  (33%)  (U.S.  Census  Bureau). 

►  Life  expectancy  for  African  Americans  has  lagged  behind  that  for  the  total  popula- 
tion throughout  this  century;  since  the  mid-1980s  the  gap  has  actually  widened, 
with  the  life  expectancy  rising  to  75  years  for  the  overall  population  while  falling 


slightly  for  African  Americans,  from  a  high  of  69.7  years  in  1984  to  69.4  years  in 
1987  (Healthy  People  2000). 


►  The  birth  rate  for  African  Americans  is  86.8  compared  with  70.9  for  the  overall 
population  (National  Center  for  Health  Statistics,  1990). 

►  Between  1 970  and  1 989,  in  the  category  "female  householder,  no  spouse  present," 
the  percentage  for  African  Americans  rose  from  28.3%  to  43.5%  while  the  per- 
centage of  African  American  married-couple  families  declined  to  50.2%  from  68.1% 
in  1970  (U.S.  Census  Bureau). 

Geography 

►  African  Americans  live  in  all  regions  of  the  country.  However,  most  African  Ameri- 
cans (52.8%)  continue  to  live  in  the  South,  where  they  made  up  18.5%  of  the 
population  in  1990.  African  Americans  comprise  11%  of  the  population  in  the  North- 
east, 9.6%  in  the  Midwest,  and  5.4%  in  the  West  (U.S.  Census  Bureau). 

►  Over  half  (57%)  live  in  central  cities  of  metropolitan  areas,  more  than  twice  the 
proportion  for  the  White  population  (27%).  The  ratios  in  the  suburban  parts  of 
metro  areas  were  just  the  opposite  with  50%  of  the  White  population  living  there 
and  only  25%  of  African  Americans  (U.S.  Census  Bureau). 

Socioeconomic  Status 

►  Members  of  this  group  are  represented  in  every  socioeconomic  group  (Healthy 
People  2000). 

►  The  median  income  of  African  American  households  is  $21,423.  One-third  (31.9%) 
of  African  Americans  live  in  poverty,  a  rate  three  times  that  of  the  Anglo  American 
population  (10.7%)  (U.S.  Census  Bureau). 

►  The  unemployment  rate  for  African  Americans  in  1991  was  12.4,  almost  twice  that 
of  the  overall  U.S.  population  (6.7)  (U.S.  Census  Bureau). 

Nutritional  Status  and  Dietary  Practices 

►  There  is  no  single  dietary  pattern  among  African  Americans.  Generally,  dietary 
patterns  may  be  subdivided  into  southern  versus  nonsouthern,  urban  versus  rural, 
native-born  versus  foreign-born,  and  Christian  versus  Muslim.  Many  of  the  unique 
dietary  patterns  among  African  Americans  are  influenced  by  historical  and  re- 


gional  food  availability  and  food  preparation  practices.  For  example,  among  Afri- 
can Americans  living  in  the  southern  region  of  the  United  States,  diets  may  in- 
clude a  preference  for  vegetables,  grain  and  grain  products  high  in  carbohydrates, 
and  organ  meats  high  in  cholesterol  (Secretary's  Task  Force  on  Black  and  Minor- 
ity Health). 

►  There  is  a  relatively  high  rate  of  meal  skipping  (Secretary's  Task  Force  on  Black 
and  Minority  Health). 

►  There  is  a  lower  use  of  vitamin  and  mineral  supplements  (Secretary's  Task  Force 
on  Black  and  Minority  Health) . 

►  There  are  no  data  that  suggest  major  differences  between  African  Americans  and 
nonminorities  today  with  regard  to  the  proportion  of  calories  consumed  from  car- 
bohydrates, proteins,  and  saturated  and  unsaturated  fats.  Generally,  African  Ameri- 
can diets  are  rich  in  sources  of  vitamin  A,  predominantly  from  green  leafy  veg- 
etables, and  in  protein  derived  from  poultry,  fish,  and  dried  beans  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  African  Americans  tend  to  consume  fewer  dairy  products  than  do  nonminority 
group  members,  possibly  related  to  a  higher  rate  of  lactose  intolerance  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  Salt  consumption  is  high;  however,  excessive  salt  intake  is  also  a  dietary  risk  fac- 
tor in  the  diet  of  nonminority  groups  (Secretary's  Task  Force  on  Black  and  Minor- 
ity Health). 

►  Breast  feeding  is  less  common  among  African  American  women  than  among 
nonminority  women,  with  the  exception  of  women  from  the  Caribbean  countries 
among  whom  breast  feeding  is  more  common  (Secretary's  Task  Force  on  Black 
and  Minority  Health). 

►  Some  research  has  shown  that  pica  (a  craving  for  nonfood  substances  such  as 
clay)  is  fairly  common  in  African  American  women  of  the  rural  South  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  A  significant  nutritional  risk  among  African  Americans  is  the  marked  prevalence 
of  obesity  among  African  American  women  compared  with  nonminority  groups 
(Secretary's  Task  Force  on  Black  and  Minority  Health). 


Environmental  and  Occupational  Exposures 


►  In  general,  African  Americans  have  higher  rates  of  morbidity  and  mortality  from 
unintentional  (accidental)  injuries.  Differences  in  nondisease  mortality  and  mor- 
bidity rates,  however,  are  diminished  with  adjustment  for  income  (Secretary's  Task 
Force  on  Black  and  Minority  Health). 

►  African  American  women  have  approximately  the  same  rate  of  participation  in  the 
workforce  as  nonminority  women,  while  the  rate  for  African  American  men  is  slightly 
lower  than  that  of  nonminority  men  (Secretary's  Task  Force  on  Black  and  Minor- 
ity Health). 

►  African  American  women  have  a  39%  greater  chance  of  sustaining  job-related  dis- 
ease and  serious  work-related  injuries  than  nonminorities.  African  Americans  have 
a  25%  greater  chance  of  dying  from  such  causes  than  nonminorities  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  African  Americans  in  the  workforce  are  highly  concentrated  in  three  of  the  six 
major  occupational  groups:  operators,  fabricators,  and  laborers  (27%);  technical, 
sales,  and  administrative  support  (24%);  and  service  occupations  (23%).  African 
Americans  are  consistently  underrepresented  in  managerial  and  professional  spe- 
cialty occupations,  where  they  constitute  6%  of  the  workforce  (Secretary's  Task 
Force  on  Black  and  Minority  Health). 

Stress  and  Coping  Patterns 

►  Kinship  and  family  ties  are  extremely  important  (Secretary's  Task  Force  on  Black 
and  Minority  Health). 

►  The  church  is  a  powerful  source  of  emotional  strength  for  many  African  Ameri- 
cans and  their  families  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Folk  beliefs  about  health  and  illness  may  have  varying  effects  on  how  an  individual 
reacts  to  signs  and  symptoms  of  poor  health.  However,  little  is  known  about  folk 
beliefs  among  African  Americans  or  the  extent  to  which  African  Americans  rely  on 
folk  remedies  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

Health  Indicators 

►  The  leading  chronic  diseases  as  causes  of  death  for  African  Americans  are  the 
same  as  those  for  the  majority  population.  However,  African  American  men  die 
from  strokes  at  almost  twice  the  rate  of  men  in  the  total  population,  and  their  risk 


of  nonfatal  stroke  is  also  higher.  Coronary  heart  disease  death  rates  do  not  show 
such  disparate  levels,  although  death  rates  are  higher  for  African  American  women 
than  for  nonminority  women.  On  the  other  hand,  when  heart  disease  rates  are 
compared  within  income  levels,  African  American  rates  are  lower  than  those  for 
nonminority  rates  (Healthy  People  2000). 

►  African  American  men  experience  a  higher  risk  of  cancer  than  nonminority  men 
(Healthy  People  2000) . 

►  Diabetes  is  33%  more  common  among  African  Americans  than  the  nonminority 
population  (Healthy  People  2000) . 

►  African  American  babies  are  twice  as  likely  as  nonminority  babies  to  die  before 
their  first  birthday  (Healthy  People  2000). 

►  An  African  American  man  has  a  l-in-21  lifetime  chance  of  being  murdered,  and 
African  American  women  are  more  than  four  times  as  likely  to  be  homicide  victims 
as  nonminority  women  (Healthy  People  2000) 

►  The  rate  of  AIDS  among  African  Americans  is  more  than  triple  that  of  the 
nonminority  population.  Among  women  and  children,  the  gaps  are  even  wider 
(Healthy  People  2000) . 

►  Disparities  in  the  experience  of  health  risks  mirror  some  of  the  most  striking  dis- 
parities in  health  outcomes.  High  blood  pressure  is  much  more  common  among 
African  Americans  of  both  genders  than  among  the  total  population.  Overweight  is 
a  problem  for  44%  of  African  American  women  aged  20  and  older,  compared  to 
37%  for  low  income  women  and  27%  for  all  women  (Healthy  People  2000). 

►  Adolescent  pregnancy  is  a  major  concern  among  the  African  American  popula- 
tion, for  its  social  and  economic  consequences  as  much  as  for  its  health  effects.  In 
1987,  births  among  girls  aged  15  through  17  were  three  times  as  likely  among 
African  American  girls  as  among  nonminority  girls.  Birth  rates  among  African 
American  girls  younger  than  15  were  nearly  five  times  higher  than  the  rate  for 
nonminority  girls  (Healthy  People  2000) . 

►  Information  about  actual  use  of  health  care  services  confirms  the  indications  that 
African  Americans  do  not  receive  enough  early,  routine,  and  preventive  health 
care.  African  Americans  make  fewer  annual  visits  to  physicians,  and  hospital  emer- 
gency rooms  and  clinics  are  a  much  more  common  source  of  medical  care  for 
African  Americans.  In  1986,  about  23%  of  African  Americans  had  no  private  or 
public  medical  insurance  compared  to  14%  of  the  nonminority  population  (Healthy 
People  2000). 


Profile  of  Hispanics 


History 

►  Broadly  understood,  the  term  "Hispanic"  refers  to  people  of  Spanish  or  Spanish- 
American  origin.  American  Hispanics  are  of  diverse  backgrounds.  The  majority 
trace  their  roots  to  Mexico,  Puerto  Rico,  or  Cuba;  however,  every  Spanish-speak- 
ing country  is  represented  in  the  U.S.  Hispanic  population  (U.S.  Census  Bureau). 

►  Most  Central  American  immigrants  are  from  Nicaragua  and  El  Salvador,  although 
a  significant  number  are  from  Guatemala.  During  the  latter  part  of  the  1980s,  large 
numbers  of  Nicaraguans  entered  the  country  as  political  refugees  (U.S.  Census 
Bureau). 

►  Large  numbers  of  Cubans  arrived  in  1961  during  the  Cuban  airlift  and  again  in 
1980  during  the  Mariel  boat  lift. 

►  Over  70%  of  Hispanics  were  born  in  this  country  (National  Center  for  Health  Sta- 
tistics, 1990). 

►  U.S.  Hispanics  are  of  many  races,  since  every  race  is  represented  in  Spanish 
America.  In  some  areas  mterrningling  has  made  it  impossible  to  distinguish  one 
race  from  another,  but  in  others,  races  are  clearly  denned.  In  Argentina,  there  is  a 
White  majority — mostly  of  Italian,  German,  or  English  extraction.  Cuba,  the  Do- 
minican Republic,  Panama,  Venezuela,  and  the  coastal  areas  of  Columbia,  Ecua- 
dor, and  Peru  all  have  significant  Black  populations.  In  Bolivia,  about  one-half  of 
the  population  is  Indian  and  a  third  is  mestizo  (of  mixed  White  and  Indian  ances- 
try). Both  Peru  and  Cuba  have  concentrations  of  persons  of  Chinese  ancestry,  and 
Peru  has  a  growing  Japanese  population.  In  Mexico,  about  55%  of  the  population 
is  mestizo,  30%  Indian,  and  15%  White  (U.S.  Census  Bureau). 

►  Contrary  to  popular  opinion,  Spanish-speaking  countries  are  not  culturally  homo- 
geneous, but  varied  and  complex,  incorporating  Spanish  and  other  European  in- 
fluences as  well  as  Indian  and  African  traits.  In  the  Caribbean  area,  Panama,  and 
the  coasts  of  Venezuela,  Columbia,  Ecuador,  and  sections  of  Peru,  African  culture 
has  left  a  strong  legacy.  In  Mexico,  most  of  Central  America,  and  the  Andean  coun- 
tries, diverse  Indian  cultures  have  had  a  major  impact.  Latin  American  society 
varies  greatly  according  to  social  class,  and  vast  differences  exist  between  urban 
and  rural  areas  (U.S.  Census  Bureau). 

►  Hispanic  subgroup  diversity  extends  to  the  labels  used  by  these  groups  to  identify 
themselves,  although  no  consensus  on  terminology  has  been  reached.  "Hispanic" 
is  a  term  that  can  apply  to  all  the  subgroups.  However,  some  prefer  the  term  "Latino" 


because  Hispanic  is  closely  aligned  with  Spain  and  Spanish  language.  Latino,  on 
the  other  hand,  is  more  in  line  with  Latin  American  countries  and  their  shared 
cultural  heritage.  Some  Mexicans,  Central  Americans,  and  South  Americans  con- 
sider themselves  "American"  and  find  the  U.S.  concept  of  "American"  offensive. 
What  Hispanics  prefer  to  call  themselves  generally  depends  on  where  they  have 
been  raised,  to  which  generation  they  belong,  and  what  political  views  they  hold. 

Population  Dynamics 

►  Hispanics  number  22  million  in  the  United  States  and  comprise  9%  of  the  total 
population  (U.S.  Census  Bureau). 

►  Hispanics  compose  the  second  largest  minority  group  in  the  United  States.  Be- 
tween 1980  and  1989,  the  Hispanic  population  increased  53%  (U.S.  Census  Bu- 
reau). 

►  Within  the  Hispanic  populations,  Mexican  Americans  constitute  60.3%  of  the  to- 
tal, Puerto  Ricans  (excluding  those  who  live  in  Puerto  Rico)  are  12.2%,  people  of 
Central  and  South  American  origin  are  13.7%,  Cuban  Americans  are  4.9%,  and 
others  (including  Spanish- speaking  immigrants  from  Caribbean  Islands)  make  up 
9%  (U.S.  Census  Bureau).  The  Hispanic  birth  rate  in  1990  was  107.7  compared 
with  70.9  for  the  overall  population  (National  Center  for  Health  Statistics,  1990). 

►  The  median  Hispanic  age  is  26.2,  compared  to  about  33  for  the  total  population. 
Approximately  38%  of  all  Hispanics  are  aged  19  and  younger  (U.S.  Census  Bu- 
reau). 

►  The  number  of  children  per  family  is  3.8  (U.S.  Census  Bureau). 

►  The  rapid  growth  of  the  Hispanic  population  is  due  to  immigration  and  a  higher 
fertility  rate  than  that  of  the  non-Hispanic  population.  According  to  the  National 
Center  for  Health  Statistics,  between  1983  and  1985  the  birth  rate  among  Hispanic 
women  rose  1 1%  as  compared  with  3%  for  non-Hispanics.  In  1985  Hispanic  births 
accounted  for  17%  of  all  births  in  the  U.S.,  although  Hispanics  only  composed 
about  7%  of  the  total  population  (U.S.  Census  Bureau). 

►  24%  of  Hispanic  households  are  headed  by  women  (U.S.  Census  Bureau). 

Geography 

►  87%  of  Hispanics  live  in  urban  areas  (Healthy  People  2000). 


►  Over  half  of  all  U.S.  Hispanics  (53%)  live  in  California  or  Texas.  In  1 990,  25.8%  of 
the  residents  in  California  and  25.5%  of  the  residents  in  Texas  were  Hispanic.  The 
great  majority  of  the  Hispanics  in  these  two  states  are  of  Mexican  origin  (U.S. 
Census  Bureau). 

►  New  York,  with  12.3%,  is  the  state  with  the  third  largest  number  of  Hispanics,  the 
majority  of  whom  are  Puerto  Rican  (U.S.  Census  Bureau). 

►  Florida,  where  12.2%  of  Hispanics  reside,  has  the  fourth  largest  Hispanic  popula- 
tion; the  majority  are  of  Cuban  background.  In  Miami,  where  between  150  and  200 
Central  American  immigrants  arrive  every  week,  Central  Americans  compose  1 7% 
of  the  entire  Hispanic  population  (U.S.  Census  Bureau). 

►  Florida  had  the  highest  growth  rate  of  Hispanics  (83%)  since  1980,  with  Texas 
second  at  45%.  Since  1980  the  Los  Angeles  area  has  witnessed  a  73.4%  increase 
and  Dallas-Fort  Worth  has  more  than  doubled  its  Hispanic  population  (109%)  (U.S. 
Census  Bureau). 

Socioeconomic  Status 

►  51%  of  Hispanics  over  the  age  of  25  have  graduated  from  high  school;  9.7%  have 
college  degrees  (U.S.  Census  Bureau). 

►  The  median  income  of  Hispanic  households  is  $23,431.  28.1%  of  Hispanics  live 
below  the  poverty  level  (U.S.  Census  Bureau). 

►  The  unemployment  rate  for  U.S.  Hispanics  is  9.9,  3  points  higher  than  that  of  the 
overall  U.S.  population  (U.S.  Census  Bureau). 

Nutritional  Status  and  Dietary  Practices 

►  The  variation  in  dietary  practices  among  Hispanic  Americans  reflects  the  diversity 
of  backgrounds  among  this  subset  of  the  population.  Certain  similarities,  however, 
may  be  seen;  these  include  a  relatively  higher  reliance  on  vegetable  protein  sources 
rather  than  on  meat  sources.  Grains  and  grain  products  are  dietary  staples.  Green 
leafy  vegetables  are  not  a  typical  part  of  the  diet.  Consumption  of  dairy  products  is 
relatively  low  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Food  consumption  and  preparation  practices  common  among  Hispanics  of  Mexi- 
can, Puerto  Rican,  and  other  backgrounds  are  generally  adequate  to  provide  all 
needed  nutrients.  Fiber  consumption  is  high.  Animal  fat  content  is  substantial,  but 
it  is  roughly  equivalent  to  that  of  the  typical  nonminority  diet.  Several  authors 


have  reported  concern  over  the  high  sodium  and  high  carbohydrate  content  of 
many  Hispanic  diets  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  Studies  have  shown  an  excessive  prevalence  of  growth  stunting  in  Hispanic  chil- 
dren, especially  among  those  two  to  five  years  old.  This  problem  is  more  severe 
among  children  not  born  in  the  United  States  than  it  is  among  native-born  His- 
panic children.  Growth  stunting  is  also  more  prevalent  among  children  of  lower 
income  families.  It  has  been  suggested  that  the  incidence  of  chronic  disease  such 
as  diabetes  mellitus  is  related  to  overnutrition  and  obesity  in  Hispanics  (Secretary's 
Task  Force  on  Black  and  Minority  Health) . 

Environmental  and  Occupational  Exposures 

►  51%  of  Hispanic  women  are  in  the  workforce  (U.S.  Census  Bureau). 

►  47%  of  Hispanic  men  work  in  blue  collar,  service,  or  agricultural  occupations.  29% 
of  Hispanic  men  and  14%  of  Hispanic  women  were  classified  in  the  employment 
category  of  "operators"  (U.S.  Census  Bureau).  The  shift  from  rural,  unskilled  labor 
to  blue  collar  work  has  not  been  accompanied  by  a  rise  in  socioeconomic  position. 
Hispanic  Americans  are  overrepresented  in  positions  in  the  manufacturing  and 
construction  industries,  which  report  the  first  and  second  greatest  number  of  work- 
related  injuries,  respectively.  Hispanic  Americans  are  also  overrepresented  in  farm- 
ing and  in  metal  mining,  two  additional  high-risk  employment  areas  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  Data  from  the  Social  Security  Administration  reveal  that  severe  disability  result- 
ing from  work-related  injury  was  almost  twice  as  high  among  Hispanics  as  among 
nonminority  workers  in  1980.  It  may  be  presumed  that  the  impact  of  occupational 
injury  on  Hispanics  may  even  be  much  higher  because  of  the  number  of  migrants 
and  undocumented  workers  who  are  not  reported  when  injured  and  who  do  not 
receive  workmen's  compensation  benefits  (Secretary's  Task  Force  on  Black  and 
Minority  Health). 

Stress  and  Coping  Patterns 

►  Hispanic  Americans  have  a  very  strong  family  and  community  orientation.  In  more 
rural  settings,  some  Hispanics  view  the  community  as  an  extension  of  the  family 
and  feel  that  it  has  a  protective  and  healing  force  that  may  be  used  to  reinforce  an 
individual's  own  coping  skills  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  The  church  and  parish  community  are  an  important  focus  of  family  and  social  life 
for  many  Hispanics  (Secretary's  Task  Force  on  Black  and  Minority  Health). 


►  Many  Hispanics  accord  their  elders  respect  and  authority  and  value  their  support 
in  times  of  distress  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

Health  Indicators 

►  For  many  data  collection  purposes,  Hispanics  are  classified  as  an  ethnic  rather 
than  a  racial  minority  and  are  often  noted  in  vital  statistics  information  as  "White." 
Because  uniform  procedures  for  reporting  Hispanic  ethnicitiy  have  not  been 
adopted  nationwide,  mortality  data  are  not  captured  on  many  documents.  One 
effect  of  the  lack  of  uniformity  in  noting  Hispanic  ethnicity  is  that  national  mortal- 
ity statistics  for  Hispanics  cannot  be  compiled  from  existing  data  and  are  there- 
fore not  available. 

►  Two  related  demographic  facts  are  especially  important  for  the  health  issues  and 
prospects  of  the  Hispanic  population:  its  youthfulness  and  its  high  birth  rate 
(Healthy  People  2000) . 

►  Heart  disease  and  cancer  lead  the  list  of  the  leading  causes  of  death  among  His- 
panics, as  is  the  case  for  non-Hispanics.  However,  death  rates  from  heart  disease 
and  cancer  are  actually  lower  than  for  non-Hispanics  {Healthy  People  2000) . 

►  Unintentional  injuries,  homicide,  chronic  liver  disease  and  cirrhosis,  and  AIDS  as 
the  leading  causes  of  death  among  Hispanics  rank  higher;  suicide,  stroke,  and 
chronic  obstructive  pulmonary  disease  rank  lower  (Healthy  People  2000). 

►  In  the  case  of  homicide,  the  great  majority  of  victims  are  young  men.  In  the  South- 
west, Hispanic  men  aged  20  through  24  have  four  times  the  homicide  rate  of  their 
non-Hispanic,  nonminority  counterparts  (Healthy  People  2000). 

►  In  the  case  of  AIDS,  Hispanics'  rate  is  nearly  three  times  higher  than  for  the  non- 
Hispanic,  nonminority  population,  with  rates  among  Puerto  Rican-born  Hispanics 
as  much  as  seven  times  higher.  The  cumulative  incidence  of  AIDS  among  Hispanic 
women  is  about  eight  times  higher  than  among  non- Hispanic  women,  and  the  rate 
for  HIV  infection  over  six  times  higher  for  Hispanic  children  (Healthy  People  2000) . 

►  Diabetes  is  especially  prevalent  among  Mexican  Americans  (Healthy  People  2000) . 

►  Among  the  risks  to  health,  smoking  continues  among  43%  of  Hispanic  men,  and 
Hispanic  teenagers  of  both  genders  smoke  more  than  do  other  teenagers  (Healthy 
People  2000). 


L> 


Overweight  is  common  among  Hispanics,  especially  among  Mexican  American 
women.  This  disparity  cannot  be  accounted  for  completely  by  socioeconomic  dif- 
ferences (Healthy  People  2000). 


►  Hispanics  receive  less  preventive  health  care  than  the  total  population  {Healthy 
People  2000). 

►  Migrant  farmworkers,  a  small  but  important  subset  of  Hispanics,  deserve  special 
attention.  The  health  care  needs  of  these  farmworkers  are  particularly  challeng- 
ing, given  their  migratory  patterns,  low  incomes,  poor  education,  and  lack  of  health 
insurance  {Healthy  People  2000) . 


Profile  of  Native  Americans 


History 

►  The  federal  government's  Bureau  of  Indian  Affairs  recognizes  503  distinct  Native 
American  communities.  Eskimos,  Aleuts  and  Indians  residing  in  Alaska  are  re- 
ferred to  as  Alaska  Natives.  Those  residing  in  other  states  are  referred  to  as  Ameri- 
can Indians  (U.S.  Census  Bureau). 

►  There  is  tremendous  variation  in  social,  economic,  and  educational  factors  from 
one  tribe  to  the  next,  one  reservation  to  the  next,  and  from  community  to  commu- 
nity. 


►  The  land  we  currently  call  the  United  States  of  America  was  first  inhabited  by 
Native  Americans.  The  term  "Native"  lends  recognition  and  respect  to  the  fact 
that  these  people  were  the  land's  first  people.  "Indigenous  peoples"  is  another 
term  in  use.  The  loss  of  use  of  the  land  has  been  a  matter  of  great  concern  for 
Native  Americans.  Throughout  the  country,  Native  Americans  have  begun  to  rec- 
ognize the  economic  and  political  potential  of  their  vast,  untapped  wealth  in  land 
and  minerals.  Native  American  property  within  U.S.  boundaries  currently  amounts 
to  2.5%  of  total  U.S.  acreage.  60%  of  uranium  resources,  30%  of  strippable  coal 
west  of  the  Mississippi,  30%  of  low-sulphur  coal,  15%  of  total  U.S.  coal  resources, 
and  15%  of  total  U.S.  natural  gas  resources  are  under  Native  American  lands  (U.S. 
Census  Bureau). 

Population  Dynamics 

►  Native  Americans  number  approximately  2  million  and  comprise  .8%  of  the  total 
population  (U.S.  Census  Bureau). 

►  Native  Americans  compose  the  smallest  of  the  defined  minority  groups  (U.S.  Cen- 
sus Bureau). 

►  In  general,  the  Native  American  population  is  youthful.  The  median  age  of  those 
living  in  the  states  with  reservations  is  about  23,  compared  to  over  33  for  the  U.S. 
population  as  a  whole  (Healthy  People  2000). 

►  The  life  expectancy  is  six  years  less  than  that  of  other  populations  (Secretary's 
Task  Force  on  Black  and  Minority  Health). 

►  The  median  age  of  Native  Americans  is  much  younger  than  the  general  U.S.  popu- 
lation due  mainly  to  higher  fertility  rates  in  past  decades  (Healthy  Peopl  3  2000). 


The  birth  rate  among  Native  Americans  is  76.2  compared  with  70.9  for  the  overall 
population  (National  Center  for  Health  Statistics,  1990). 


►  The  average  Native  American  family  has  4.6  members;  this  is  larger  than  any  other 
minority  or  nonminority  group  (Secretary's  Task  Force  on  Black  and  Minority 
Health). 

►  Nearly  one  out  of  every  four  Native  American  households  are  headed  by  a  woman 
(Secretary's  Task  Force  on  Black  and  Minority  Health). 

Geography 

►  Only  about  one-fifth  of  this  population  lives  inside  federally  "identified  areas. "  These 
areas  include  reservations  that  the  federal  government  recognizes  as  territory  in 
which  American  Indian  tribes  have  jurisdication  (state  reservations  are  land  held 
in  trust  by  state  governments  for  the  use  and  benefit  of  a  given  tribe)  and  "trust 
lands"  that  are  held  in  trust  by  the  federal  government  but  that  consist  of  property 
associated  with  a  particular  tribe  or  reservation.  The  overall  population  of  these 
areas  is  only  54.1%  Native  American  (U.S.  Census  Bureau). 

►  About  50%  live  in  urban  centers  {Healthy  People  2000). 

►  More  Native  Americans  now  live  off  reservations  and  away  from  traditional  Native 
communities  than  live  on  one  of  the  reservations  and  Alaska  Native  villages.  Thus, 
the  Native  American  population  is  no  longer  predominantly  in  rural,  reservation 
areas;  but  most  still  reside  in  the  western  United  States  in  areas  and/or  states 
close  to  their  reservation.  Most  Native  Americans  reside  in  one  of  four  states:  Okla- 
homa, California,  Arizona,  or  New  Mexico  (U.S.  Census  Bureau). 

Socioeconomic  Status 

►  The  median  household  income  for  Native  Americans  is  $24,013.  31%  of  Native 
Americans  live  below  the  poverty  level;  38%  of  Native  American  children  (under 
age  18)  live  under  the  poverty  level  (U.S.  Census  Bureau). 


►    The  unemployment  rate  for  Native  Americans  continues  to  be  higher  than  na- 
tional averages  (Healthy  People  2000). 


▼ 

Nutritional  Status  and  Dietary  Practices 

►  Tribal  variations  are  considerable  in  current  diets  of  Native  Americans.  In  general, 
the  diets  of  many  traditional  Native  Americans  today  are  high  in  refined  carbohy- 
drates, fat,  and  sodium.  They  are  low  in  meat,  eggs,  cheese,  and  milk;  this  may 
indicate  a  potential  problem  with  protein  deficiency  (Secretary's  Task  Force  on 
Black  and  Minority  Health). 

►  A  relatively  high  percentage  of  Native  American  women  report  that  they  breast 
feed  their  infants  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  The  growth  patterns  indicating  adequate  childhood  nutrition  are  not  markedly 
different  from  those  of  nonminority  children  (Secretary's  Task  Force  on  Black  and 
Minority  Health). 

►  There  is  a  disproportionate  incidence  of  high  weight  for  height  among  Native 
American  children  that  begins  in  early  childhood.  Likewise,  obesity  is  a  problem 
for  a  large  proportion  of  Native  American  adults  and  may  be  associated  with  the 
high  risk  of  diabetes  mellitus  in  this  population  (Secretary's  Task  Force  on  Black 
and  Minority  Health). 

►  Alcohol-related  disease  is  also  a  source  of  concern  among  the  Native  American 
population,  and  excessive  alcohol  consumption  may  interfere  with  adequate 
nutitional  intake  (Secretary's  Task  Force  on  Black  and  Minority  Health) . 


Environmental  and  Occupational  Exposures 

►  Native  Americans,  along  with  African  Americans,  have  the  highest  rates  of  injury 
and  death  from  nondisease  causes.  Motor  vehicles  are  included  in  nearly  half  of  all 
accidental  injuries,  and  the  rate  of  such  accidents  among  Native  Americans  is  higher 
than  that  of  any  other  group  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

►  50%  of  Native  American  women  are  employed  outside  the  home  (Secretary's  Task 
Force  on  Black  and  Minority  Health). 

►  The  unemployment  status  of  a  large  number  of  Native  Americans  seems  due  to  a 
combination  of  socioeconomic  and  cultural  factors.  However,  industrial  firms  at- 
tracted by  tax  incentives,  low  labor  costs,  and  an  accessible  labor  force  have  be- 
gun moving  onto  some  of  the  reservations.  Although  they  provide  a  much  needed 
source  of  employment,  many  of  these  industries  are  of  the  type  that  produce  a 
number  of  occupational  risks.  This  may  increase  the  health  risks  to  Native  Ameri- 
can workers.  Because  of  traditional  cultural  beliefs,  some  Native  Americans  are 
reluctant  to  use  prescribed  safety  measures  or  precautions.  The  National  Ameri- 


can  Indian  Safety  Council  (NAISC),  representing  a  cross-section  of  the  tribes,  is 
working  to  establish  guidelines  that  may  assist  in  reducing  occupational  hazards 
for  these  workers  (Secretary's  Task  Force  on  Black  and  Minority  Health). 

Stress  and  Coping  Patterns 

►  The  mores  and  cultural  patterns  of  the  nonminority  population  imposed  upon  Native 
Americans  have  disrupted  their  traditional  way  of  life.  A  sense  of  powerlessness 
and  hopelessness  has  often  been  observed  as  a  result  and  may  be  related  to  the 
high  incidence  of  alcohol  abuse,  suicide,  depression,  and  obesity  among  this  popu- 
lation. 

►  Native  Americans  are  observed  to  draw  upon  traditional  sources  of  strength  to 
cope  with  stressors.  Traditional  strengths  include  the  family,  the  tribe,  and  the 
land  itself. 

►  Many  Native  American  children  leave  their  homes  today,  most  often  to  go  to  board- 
ing schools. 

►  It  is  recognized  that  traditional  medicine  men  play  powerful  roles  in  the  health 
practices  of  this  population. 

Health  Indicators 

►  The  federal  government  collects  detailed  data  on  Native  Americans  in  33  states 
that  include  reservations;  health  care  services  are  provided  through  the  Indian 
Health  Service  to  those  living  in  these  reservation  states.  Thus  it  is  possible  to 
derive  a  composite  profile  of  this  population.  However,  only  about  one-third  of 
Native  Americans  live  on  reservations  or  historic  land  trusts  (Healthy  People  2000). 

►  A  large  proportion  of  the  population  die  before  age  45 — one  reason  for  the  youth- 
fulness  of  the  Native  American  population.  Most  of  the  excess  deaths  can  be  traced 
to  six  causes:  unintentional  injuries,  cirrhosis,  homicide,  suicide,  pneumonia,  and 
complications  of  diabetes  (Healthy  People  2000) . 

►  Alcohol  and  obesity  are  risk  factors  that  stand  out  as  problems  for  the  Native 
American  (Healthy  People  2000). 

►  The  second  leading  cause  of  death  among  Native  American  men,  and  the 
first  cause  for  those  younger  than  age  44,  is  unintentional  injuries,  account- 
ing for  over  one-fifth  of  all  their  deaths  each  year.  An  estimated  75%  of  these 


injuries  are  alcohol-related,  and  54%  involve  motor  vehicle  crashes  (Healthy 
People  2000). 

►  Alcohol  is  also  a  factor  in  a  homicide  rate  that  is  60%  higher  than  that  of  the 
total  population  {Healthy  People  2000). 

►  Suicide,  the  third  of  the  four  alcohol-related  causes  of  death  among 
Native  Americans,  occurs  at  an  overall  rate  that  is  28%  higher  than 
the  national  rate,  but  among  some  tribes  the  suicide  rate  is  10  times 
higher  than  the  total  population  rate  (Healthy  People  2000). 

►  Cirrhosis  and  diabetes  are  the  two  chronic  diseases  that  afflict  Na- 
tive Americans  more  frequently  than  other  groups.  Obesity  contrib- 
utes to  the  high  incidence  of  diabetes  experienced  by  many  Native 
American  communities,  and  it  is  also  linked  to  hypertension  and  car- 
diovascular disease.  The  increase  in  obesity  among  Native  Ameri- 
cans in  the  last  50  years  has  paralleled  the  increasing  rate  of  diabetes  (Healthy 
People  2000). 

►  While  Native  Americans  living  on  reservations  and  tribal  members  with  access  to 
reservation  health  facilities  are  served  by  the  Indian  Health  Service,  access  to  health 
care  is  still  a  problem  for  many.  Many  live  in  rural  areas  where  the  availability  of 
physicians  is  about  half  that  of  the  national  average  and  where  the  Indian  Health 
Service  may  not  provide  health  care  services  (Healthy  People  2000). 


Conclusion 

The  predominant  minority  populations  of  the  United  States  can  be  categorized  as  Asian 
and  Pacific  Islander  Americans,  African  Americans,  Hispanics,  and  Native  Americans. 
From  a  total  population  perspective,  the  categories  simplify  the  difficulties  of  assess- 
ing health  status  and  making  plans  to  improve  health.  But  they  are  gross  simplifica- 
tions. Within  each  racial  or  ethnic  category,  significant  subgroup  differences  exist. 
Demarcations  among  minority  populations  are  not  absolute.  For  example,  there  are 
both  black  and  nonblack  Hispanics.  Many  nonblack  Hispanics  share  historic  roots  and 
genetic  endowments  that  are  closely  related  to  those  of  many  Native  Americans,  while 
others  have  European  roots  and  do  not  share  the  genetic  make-up  which  may  predis- 
pose to  adult-onset  diabetes.  Alaska  Natives  may  have  more  in  common  with  some 
Asians  than  they  do  with  American  Indians  in  the  lower  48  states.  In  short,  differences 
within  the  principal  groups  must  always  temper  generalizations  about  their  health  needs 
(Healthy  People  2000,  1990). 

Health  education  interventions  were  included  in  the  recommendations  of  the  Secretary's 
Task  Force  on  Black  and  Minority  Health.  These  interventions  were  to  be  directed  at 
improving  the  awareness  of  individuals  and  communities  about  controllable  risk  fac- 
tors associated  with  the  causes  of  excess  death  and  disability.  Components  of  the  ma- 
jor health  problems  facing  minorities  stated  as  amenable  to  health  education  efforts 


included  the  misuse  of  alcohol  and  drugs,  use  of  tobacco,  dietary  habits,  exercise, 
stress  management,  compliance  with  medical  regimens,  and  appropriate  use  of  pre- 
ventive services.  It  is  not  always  clear,  however,  which  type  of  strategy  is  best  suited  to 
the  students  and  what  kinds  of  outcomes  should  be  expected. 

Activities  for  health  education  intervention  in  the  schools  might  include: 

►  Develop  health  education  techniques  that  will  facilitate  the  adoption  of  specific 
interventions  for  risk  factors.  Recognize  different  cultural  sensitivities  toward  re- 
lated health  behaviors. 

►  Develop  and  validate  effective  stress  reduction  strategies  for  coronary  heart  dis- 
ease risk  factors. 

►  Develop  programs  to  prevent  homicide. 

►  Identify  existing  health  beliefs  and  practices  among  students  more  accurately. 

►  Identify  effective  health  education  strategies  in  the  areas  of  dietary  risk  factor 
reduction,  nutritional  counseling,  exercise,  and  smoking  cessation. 

►  Support  impact  and  outcome  evaluations  of  health  education  interventions  to  help 
plan  or  modify  interventions  and  to  justify  the  allocation  of  resources  to  such 
projects. 

►  Elucidate  specific  student  characteristics  for  developing  positive  coping  strate- 
gies. Explore  differences  in  coping  strategies  between  males  and  females. 


(Suggested  activities  are  adapted  from  the  Report  of  the  Secretary's  Task  Force  on 
Black  and  Minority  Health,  1985.) 


Appendix  B 

Glossary 


Acculturation — the  degree  to  which  people  from  a  particular  cultural  group  display 
behavior  that  is  like  the  more  pervasive  norms  of  behavior  (Randall-David,  1989); 
the  process  occurring  when  an  ethnic  group  takes  on  some  of  the  cultural  ways  of 
the  dominant  ethnic  group  in  the  society,  but  ethnic  identity  is  not  lost  (Ramer, 
1992). 

Attitude — a  collection  of  beliefs  that  always  includes  an  evaluative  aspect  (Green  et 
al.,  1980). 

Belief — a  conviction  that  a  phenomenon  or  object  is  true  or  real  (Green  et  al.,  1980). 

Bias — a  mental  slant  or  leaning  to  one  side;  a  highly  personal  and  unreasoned  distor- 
tion of  judgment  (Delaware  Statewide  Multicultural  Education  Committee,  1990). 

Communication — to  pass  information  on  from  one  person  to  another,  involving  a 
sender,  a  receiver,  and  a  message.  Can  be  verbal  or  nonverbal  and  is  influenced  by 
judgments,  feelings,  and  world  view  (Chavez,  G.,  1989). 

Communication  barrier — a  block  that  keeps  us  from  communicating  effectively  with 
one  another  (Chavez,  G.,  1989). 

Comprehensive  school  health  instruction — refers  to  the  development,  delivery, 
and  evaluation  of  a  planned  curriculum,  preschool  through  grade  12,  with  goals, 
objectives,  content  sequence,  and  specific  classroom  lessons,  including,  but  not 
limited  to  the  following  major  content  areas:  community  health,  consumer  health, 
environmental  health,  family  life,  mental  and  emotional  health,  injury  prevention 
and  safety,  nutrition,  personal  health,  prevention  and  control  of  disease,  and  sub- 
stance use  and  abuse  (Joint  Committee  on  Health  Education  Terminology,  1990). 


Comprehensive  school  health  program — an  organized  set  of  policies,  procedures, 
and  activities  designed  to  protect  and  promote  the  health  and  well-being  of  stu- 
dents and  staff  that  has  traditionally  included  health  services,  healthful  school 
environment,  and  health  education.  It  should  also  include,  but  not  be  limited  to, 
guidance  and  counseling,  physical  education,  food  service,  social  work,  psycho- 
logical services,  and  employee  health  promotion  (Joint  Committee  on  Health  Edu- 
cation Terminology,  1990). 

Cultural  awareness — consciousness  of  cultural  similarities  and  differences  (Dela- 
ware Statewide  Multicultural  Education  Committee,  1990). 

Cultural  competence — a  set  of  academic  and  interpersonal  skills  that  allows  indi- 
viduals to  increase  their  understanding  and  appreciation  of  cultural  differences 
and  similarities  within,  among,  and  between  groups  (Orlandi,  1992). 

Cultural  sensitivity — implies  knowledge  that  cultural  differences  as  well  as  similari- 
ties exist,  along  with  a  refusal  to  assign  values  such  as  better  or  worse,  more  or 
less  intelligent,  or  right  or  wrong  to  cultural  differences;  they  are  simply  differ- 
ences (Anderson  &  Fenichel,  1989). 

Culture — a  way  of  living  that  is  shared  with  other  members  of  the  same  group  (Matiella, 
1991);  the  shared  values,  norms,  traditions,  customs,  arts,  history,  folklore,  and 
institutions  of  a  group  of  people  (Orlandi,  1992);  a  body  of  learned  beliefs,  tradi- 
tions, principles,  and  guides  for  behavior  that  are  shared  among  members  of  a 
particular  group.  Culture  serves  as  a  road  map  for  both  perceiving  and  interacting 
with  the  world.  Because  culture  is  dynamic  and  ever  changing,  the  road  map  can 
lead  in  different  directions.  Culture  is  a  strong  determinant  of  behaviors,  beliefs, 
attitudes,  and  values  (Abbey  et  al.,  1990). 

Health  education  process — the  continuum  of  learning  that  enables  people,  as  indi- 
viduals and  as  members  of  social  structures,  to  voluntarily  make  decisions,  modify 
behaviors,  and  change  social  conditions  in  ways  that  are  health  enhancing  (Joint 
Committee  on  Health  Education  Terminology,  1990). 

Health  education  program — a  planned  combination  of  activities  developed  with  the 
involvement  of  specific  populations  and  based  on  a  needs  assessment,  sound  prin- 
ciples of  education,  and  periodic  evaluation  using  a  clear  set  of  goals  and  objec- 
tives (Joint  Committee  on  Health  Education  Terminology,  1990). 

Health  educator — a  practitioner  who  is  professionally  prepared  in  the  field  of  health 
education,  who  demonstrates  competence  in  both  theory  and  practice,  and  who 
accepts  responsibility  to  advance  the  aims  of  the  health  education  profession  (Joint 
Committee  on  Health  Education  Terminology,  1990). 


Health  information — the  content  of  communications  based  on  data  derived  from 
systematic  and  scientific  methods  as  they  relate  to  health  issues,  policies,  pro- 
grams, services,  and  other  aspects  of  individual  and  public  health,  which  can  be 
used  for  informing  various  populations  and  in  planning  health  education  activities 
(Joint  Committee  on  Health  Education  Terminology,  1990). 

Health  literacy — the  capacity  of  an  individual  to  obtain,  interpret,  and  understand 
basic  health  information  and  services  and  the  competence  to  use  such  information 
and  services  in  ways  which  are  health  enhancing  (Joint  Committee  on  Health  Edu- 
cation Terminology,  1990). 

Language — the  form  or  pattern  of  speech — spoken  or  written — used  by  residents  or 
descendants  of  a  particular  nation  or  geographic  area  or  by  any  large  body  of  people 
(Orlandi,  1992). 

Multicultural — coming  from  more  than  one  culture  (Chavez,  G.,  1989). 

Prejudice — an  unfavorable  opinion  or  feeling  formed  without  knowledge,  thought,  or 
reason  (Matiella,  1988a). 

School  health  education — one  component  of  the  comprehensive  school  health  pro- 
gram that  includes  the  development,  delivery,  and  evaluation  of  a  planned  instruc- 
tional program  and  other  activities  for  students  preschool  through  grade  12,  for 
parents,  and  for  school  staff,  and  is  designed  to  positively  influence  the  health 
knowledge,  attitudes,  and  skills  of  individuals  (Joint  Committee  on  Health  Educa- 
tion Terminology,  1990). 

School  health  educator — a  practitioner  who  is  professionally  prepared  in  the  field 
of  school  health  education,  meets  state  teaching  requirements,  and  demonstrates 
competence  in  the  development,  delivery,  and  evaluation  of  curricula  for  students 
and  adults  in  the  school  setting  that  enhance  health  knowledge,  attitudes,  and 
problem-solving  skills  (Joint  Committee  on  Health  Education  Terminology,  1990). 

Stereotype — to  assign  characteristics  to  people  because  they  are  members  of  a  group, 
instead  of  getting  information  from  experiences  with  them  as  individuals;  learned 
generalizations  about  people  that  have  become  fixed  in  our  minds  (Chavez,  G., 
1989). 

Value — any  belief  or  quality  that  is  important,  desirable,  or  prized  (Matiella,  1988b). 
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Evaluation  Questionnaire 


Dear  Reader: 


Please  take  a  few  minutes  to  anwer  some  questions  about  this  new  publication.  Your  response  will 
help  us  to  evaluate  and  revise  the  guide.  Once  you  have  completed  the  questionnaire,  please  fold  it, 
seal  with  tape,  and  mail.  Thank  you! 


What  is  your  current  position? 
 teacher 

 staff  development  specialist 

 other  (please  specify)  


curriculum  specialist 
administrator 


What  is  your  current  work  setting? 

 school  system  (K-12) 

 medical  care 

What  is  your  zip  code?  


college/university 
community/agency 


business/industry 


What  is  the  composition  of  your  current  target  audience?  (please  circle  all  that  apply) 
Caucasian  Asian  and  Pacific  Islander  Americans 

African  Americans  Hispanic  Americans 

Native  Americans  Other  (specify) 


Please  rate  the  content  of  the  guide 

Overall  guide 
Overview  chapter 
Professional  Capacities  chapter 
Family  chapter 
Language  chapter 
Community  chapter 
Integrating  Culture  chapter 
Appendix  A — Profiles 
Appendix  B — Glossary 
Appendix  C — References 


(useful,  interesting  but  not  useful,  not  useful). 
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2 
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2 
2 
2 
2 
2 
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How  do  you  plan  to  use  this  guide? 
 preservice 

 personal  skills  development 


inservice 
other  


Are  you  planning  to  share  this  guide  with  others? 


yes  no 


If  this  guide  were  revised,  what  changes  would  you  suggest? 


Please  list  any  other  resources  and  references  you  have  found  particularly  useful  in  teaching  stu- 
dents from  diverse  cultures. 


Thank  you  for  taking  the  time  to  complete  this  questionnaire. 
To  return  the  form  to  AAHE,  fold  it  along  the  lines  indicated, 
seal  it  closed  (do  NOT  staple),  and  drop  it  in  the  mail. 
No  postage  is  necessary. 
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